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In South Africa, over the past few years there has been an increase in the number of registered 
clinical psychologists that have also trained as traditional/spiritual healers. They are in the unique 
position of integrating two different faculties into one shared space. As part of the move towards 
African psychology, literature on Western health interventions vs. traditional interventions 
encouraging possible collaborations between these two healing practices has grown. Highlighting the 
differences between these two interventions provides insight into how each intervention works, as 
well as the principles guiding them. However, available research has not yet explored the actual 
experiences of individuals who occupy these two healing spaces. These individuals are trained in 
healing ideologies and practices that are considered different or not mainstream. Building on the 
existing literature regarding the differences, assumed tensions, and, the similarities between these two 
healing spheres, this research seeks to explore the subjective lived experiences of traditional healers 
who are also clinical psychologists practicing in a South African city.  
A qualitative research method was employed. Two participants who have undergone the 
process of ukuthwasa and clinical psychology training were interviewed. Data was collected using 
semi-structured interviews regarding how the participants experience their practices in a 
contemporary South African city, and how they construct their identities as healers and/or mental 
healthcare practitioners. Narrative analysis was used to analyse the raw data. The purpose of such 
research was to develop major themes and sub-themes and to develop interpretations of the findings. 
The participants reflected on their journeys through clinical psychology and traditional healer 
training. The results indicate the hardships encountered to overcoming challenges, and are presented 
in two distinct training and practice sections.  
The core themes that arose were the calling, the training process, scope of practice, 
colonisation of African cultures and belief systems, reaching the state to clarity, and practical 
considerations.  
KEYWORDS: clinical psychologist, narrative, practicing, South African city, traditional 
healing. 
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UGogo   Grandmother 
Ukuthwasa   Traditional healer initiation process 
UmKhulu   Grandfather 
UmNdau    Water ancestors 
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Chapter One  
INTRODUCTION AND RATIONALE 
1.1. Background 
Clinical Psychology as a profession is deeply rooted in the Western worldview, with 
psychology originating in Europe and later in America in the 1800s (Fazakas, 2008, Routh & 
Reisman, 2003). The psychological theories, practices and clinical training have influences stemming 
from these countries, however some of the patterns and trends that are used there may not be 
applicable or relevant within an African or South African context. 
 The question of relevance of Western psychology in South Africa and the African diaspora 
in general has been a topic of recent research (Nwoye, 2015, Ratele, 2014, Nabudere 2011). The 
diverse South African population and the complexities relating to identity, ethnicity, language and 
cultural beliefs create a nuanced experience of mental health (Long, 2013). 
South Africa, after the advent of democracy had a task of looking at redress in many sectors 
including health. This saw conversations on healthcare provision being engaged with. In as far as 
mental health is concerned and the relevance of Western psychological narratives in South Africa, 
discussions on the training and practice of clinicians have been brought to the fore (Long, 2013). 
Along with the recognition and the formalisation of traditional healing in South Africa (van Niekerk, 
2012).   
The relationship between traditional healing and clinical psychology is an area of interest for 
much psychological scholarship (Baer, Singer & Susser, 2003; Bührmann, 1982; Kubeka, 2016; 
Shabalala, 2012; Swartz, 1999; Wreford, 2007). These two health interventions differ from each other 
in that clinical psychology is aligned with science and the Western worldview, and traditional healing 
follows different systems of cosmology. The aim of clinical psychology is to diagnose and treat 
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symptoms that an individual presents with in a therapeutic setting (Castelnuovo, 2017), resulting in 
clinical psychology operating from an individualistic perspective whereas traditional healing is 
informed largely by African spirituality. In African spirituality individuals are believed to be 
connected to a spiritual realm (Masango, 2012). A disconnect between the individual and their 
spirituality can result in illness (Mokgobi, 2014). The role of traditional healing is at the heart of 
African spirituality and forms part of what is called African cosmology (Visser, 2007, as cited in 
Shabalala, 2012). African cosmology informs many black South Africans’ beliefs, and it is here that 
the idea of rootedness and a sense of identity are located (Kubeka, 2016). Central to African 
cosmology is the widely held assumption by black people that there is an African spirituality 
(Shabalala, 2012). The differences in culture and ideologies between clinical psychology and 
traditional healing once centred on the (dis)connection between these two healing practices; however, 
more recent accounts (Kubeka, 2016; Wozniak, 2009) suggest that there may be more intersections 
than previously believed.  
Culture as an element central to traditional healing, has been conceptualised in multiple ways, 
partially due to its complexity (Tierney & Lanford, 2018). Contemporary understanding of the 
construct no longer considers it as a binary and belonging to a specific group practicing specific 
cultures (Adams & van de Vijver, 2018; Lassiter, 2000; Robins, 2001 & Swartz, 1999). Culture is 
now considered to be a meaning-making process in which people construct and make sense of their 
identities and realities (Jubilado, 2010). This may be attributed in part to technologies and the ever-
expanding knowledge about the world. This evolution may also result from interaction between 
people, the interrelationships between different groups, and increasing insight into and acceptance of 
own cultures (Jubilado, 2010).   
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The same can be assumed about the culture of healing in South Africa (SA). South Africa has 
a majority of black/African1 people who come from different ethnic groups and thus hold different 
traditional and religious beliefs.  
The cultural and belief systems within the black South African groups may be different, but 
they do share some similarities (Adams & van de Vijver, 2018; Adams, Van de Vijver & De Bruin, 
2012). Additionally, black South Africans’ traditions are founded on the experience of being part of 
a collective that includes families and communities that surround them. This connection is linked to 
the earth and its resources that nurture its people, and further extends to metaphysical belief systems 
(Masango, 2012). A large proportion of the black South African population believes in traditional 
healers because they form part of their spiritual and cultural belief system (van Niekerk, 2012). 
 
1.2. Rationale  
Globally, traditional healing occupies a significant place in the mental healthcare sector 
(Nortje, Oladeji, Gureje & Seedat, 2016). In African studies, the role that cultural systems occupy in 
health is significant. Views on the wellbeing of humans are perceived differently across different 
groups and societies, particularly involving physical and psychological wellbeing (Napier, Ancarno, 
Butler, et al., 2014). An individual who is both a clinical psychologist and a traditional healer may be 
a more appealing practitioner to consult for a significant sector of the black South African population, 
presumably because they would be perceived to have a nuanced understanding of their patients’ 
indigenous beliefs and practices (Nortje et al., 2016). This is of special interest due to (historically) 
assumed cultural differences that include different faculties of intuition and the subjective experience 
of being a healer or a mental healthcare practitioner/provider (MHCP). Discussions regarding 
 
1 Black/African – in the context of this study, Black/African historically known as the Bantu people 
and therefore excludes those of Indian and/or Coloured descent. 
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clinicians’ training and practice have highlighted gaps in mainstream or so-called Western 
psychology, such as the exclusion of African worldviews (Long, 2013). Part of the movement toward 
decolonisation in psychology explores individuals’ perspectives in terms of the meanings they attach 
to being a clinical psychologist in SA. 
 
1.3. Problem statement 
We are seeing a merging of cultures through interpersonal exchanges and relationships, 
however, some beliefs regarding certain cultures remain autonomous and distinct. Hence, culture 
includes more than just certain groups’ habits and beliefs and instead encompasses their wellbeing, 
values, and moral practices (Napier et al., 2014). Napier et al. (2014) propose that ideas about health 
are cultural and that they should not be defined purely according to clinical definitions and measures 
of care and disease. The purpose of Western clinical practice is to standardise human nature, and this 
sometimes gives limited attention to the diversity of different groups (Napier et al., 2014).  
Over the past few years there has been an increased number of registered clinical 
psychologists in South African that have trained or are undergoing training as traditional/spiritual 
healers (Wozniak, 2009). These individuals are trained in healing ideologies and practices that have 
been considered from the Western perspective to be different. Thus, this study considers at the 
subjective lived experiences of traditional healers who are also MHCPs in SA.  
 
1.4. Research questions 
The introduction, rationale, and the problem statement gave rise to the following research 
questions:  
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1) How do individuals who practise both traditional healing and clinical psychology experience 
their practice in a contemporary South African city? 
2) How do they describe the way in which construct their identities as both healers and mental 
healthcare practitioners?   
 
1.5. Aims and objectives of the study 
Aims  
1) to explore the experiences of psychologists who are also trained traditional healers; and 
2) to describe how they construct their identities as healers and MHCPs in a South African city.  
Furthermore, this study aims to strongly align with discourses of decoloniality and 
emancipatory research. 
Objectives  
The study’s objectives were to explore the way in which individuals who practise in both 
traditional healing and clinical psychology construct:  
1. their profession as MHCPs in a contemporary South African city; and  
2. their vocation as healers in a contemporary South African city in order to establish how they 
make sense of operating in both practices.  
1.6. Definitions of key concepts 
Narrative: A story, or a telling of events that happen over time 
Practicing: Individuals who have completed both traditional healer and clinical psychology 
training and have practiced independently for more than two years.  
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Traditional healing: Using health practices, approaches, knowledge, and beliefs that 
incorporate indigenous systems of treatment that is guided by ancestors.  
Clinical psychologist: A mental health professional that is trained in the diagnosis and 
psychological treatment of mental, behavioural, and emotional illnesses.  
South African city: City in the greater Johannesburg area encompassing the capital, Pretoria.  
 
1.7. Methodology 
The methodology chapter details the research design, the population, sample and sampling 
methods, data collection, data analysis, and the study’s trustworthiness.  
 
1.8. Overview of the dissertation 
Chapter one provides the structure of the study and describes the introduction, rationale, 
problem statement, research question, and the study’s aims and objectives.  
Chapter two comprises the literature regarding traditional healers and clinical psychologists’ 
practices.  
 
Chapter three describes the theoretical framework in which this research is grounded.   
Chapter four focuses on describing the study’s methodology.  
Chapter five details the findings of themes that emerged from the interviews with the research 
participants.  
7 
Chapter six includes the conceptualisation of the findings.  
Chapter seven is the final chapter that describes the study’s limitations, recommendations, 
and conclusions.   
 
1.9. Conclusion 
This chapter dealt with the study’s background and rationale. The problem statement was 
discussed in this chapter, which led to the research questions, the study’s aims and objectives, a 
definition of key concepts, and a brief overview of the study.  
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Chapter Two                                                 
LITERATURE REVIEW  
2.1 Introduction  
Spirituality, culture, and religion are an integral part of South African people’s lives 
(Mokgobi, 2014). The practice of different cultures and religious beliefs has become evident over the 
years (van Rensburg, 2012). In SA, there are multiple ways in which an individual can understand 
mental illness and make meaning of it, and thus, multiple health-seeking interventions. The primary 
health interventions commonly used to deal with mental illness in SA follow Western mental 
healthcare and African traditional healing practices (Jack, Wagner, Petersen, Thom, Newton, Stein, 
Kahn, Tollman & Hoffman, 2014; Petersen & Lund, 2011).  Depending on the patient’s beliefs, either 
or both of these interventions may be pursued (Ross & Deverell, 2004; van Rensburg, 2012).   
Clinical psychology and traditional healing are different, yet similar in their goal to provide 
patient relief (Bomoyi, 2011; Kubeka, 2016; Mlisa, 2009; Ndlovu 2016).  However, these practices’ 
premises, structures, and implementations differ considerably (Wozniak, 2009). The coexistence of 
these two healing systems raises questions regarding their differences and similarities between in 
terms of training, ideologies, users, and goals and objectives. In her earlier work, Wozniak (2009) 
argues that perceived differences between traditional healing and clinical psychology are based on a 
dualistic (Western/non-Western) understanding of worldviews. This might lead to the belief that it is 
impossible for an individual to inhabit both practices as one has to decide on which intuitive faculty 
to use when consulting patients (Wozniak, 2009).  
In this section, the researcher presents the differences between clinical psychology and 
traditional healing. The ideologies that inform the two practices, the training processes involved, the 
assumed tensions, and similarities between the two practices are discussed with the aim of reducing 
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some of the misconceptions that may arise out of an attempt to establish how an individual can 
simultaneously inhabit these two practices.   
 
2.2 Defining traditional healing 
The South African Traditional Health Practitioners (THP) Act No. 22 of 2007, defines the 
traditional health practice as: 
The performance of a function, activity, process, or service based on a traditional philosophy 
that uses indigenous African techniques and principles that include traditional medicine or practice, 
including the physical or mental preparation of an individual for puberty, adulthood, pregnancy, 
childbirth, and death.    
Traditional healers are not a homogenous group and are classified under different categories 
in the THP Act as diviners, herbalists, traditional birth attendants, and traditional surgeons.   
Diviners (iSangoma) are the most well-known and most oft often used traditional healers. 
They are considered to be bestowed with the 'gift’ of spiritual calling by their ancestors. Traditional 
healers form a crucial link between humans and the supernatural world (Ross, 2010; Starkowitz, 
2014). Their calling can manifest in various ways, such as experiencing physiological pain and/or 
psychological disorders, which could include psychotic and somatic symptoms (Mlisa, 2009). Mlisa 
(2009) further believes that it is the manifestation and intensification of these symptoms that convince 
an individual to accept the calling. In order to accept the call, traditional healing practitioners have to 
undergo an initiation process called hothwasa in Sesotho.  De Andrade and Ross (2005) describe the 
process whereby diviners use items such as bones during a consultation and are thus able to 
understand the problem by interpreting the information that they have ‘read’ from their divination 
tools (de Andrade & Ross, 2005; Edwards, Makunga, Thwala & Mbele, 2009). Diviners may also 
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briefly ‘consult’ their ancestors by entering a trance-like state or they may be visited by their ancestors 
in their dreams or in visions, for example, they may have recurring dreams of family members who 
have since passed, or dream of being submerged in water, or dream about different animals that are 
believed to symbolise ancestors (Booi, 2004; Edwards et al, 2009). 
Faith healers/prophets or baporofeta (SeSotho) normally work from an African Christian 
perspective such as that of the African Independent Churches (AIC) (Ross, 2010). Faith healers are 
similar to diviners in that they believe they have inherited the gift from their ancestors and that their 
healing powers come from God, but they are normally guided by their ancestors to other prophets, 
faith or spiritual healers who are then able to interpret what their calling is and then they undertake 
the necessary training (Mashabela, 2017; Ross, 2010). They are assigned by the church and 
responsible for healing the community at large (Mashabela, 2017). In order to heal, they typically 
rely on the use of water, incense, candles, and prayer. Their calling or gift also manifests similarly to 
diviners, that is, through physiological or psychological sickness, dreams, visions, and bad luck (Booi, 
2004; Booi & Edwards, 2015; Kubeka, 2016; Mokgobi, 2014).  
Herbalists do not necessarily experience the same ancestral calling as diviners or faith healers, 
but they are typically trained either formally or informally in the art of herbal and medicinal plants 
(Ross, 2010; Zabow, 2007). They are able to detect illnesses, prescribe herbs, and administer herbal 
medication for various physical, mental, and even supernatural ailments, such as spiritual possession, 
witchcraft, ancestral wrath, and bad luck (Booi & Edwards, 2015; Edwards et al., 2009; Kubeka, 
2016; Mokgobi, 2014). An additional role is to offer protection against supernatural agents (Ross, 
2010).  
Traditional surgeons typically conduct circumcisions of young boys during initiation 
ceremonies (Miles & Ololo, 2003; Peltzer, Nqeketo, Petros & Kanta, 2008). 
Traditional birth attendants are responsible for pregnancy-related issues such as the 
conception of baby, midwifery, and pre- and post-natal care of both mother and baby (Street, 2016).  
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2.3 Defining clinical psychology  
Clinical psychology forms part of the broader field of psychology. As a profession, clinical 
psychology is deeply rooted in the Western worldview, as psychology had its roots in Europe and 
then developed in America in the 1800s (Fazakas, 2008). This psychology, known as mainstream 
psychology, is considered to be a field that is concerned with the relationship between the body and 
mind (Vermeulen, 2011). The practice of clinical psychology is based on Western psychiatry which 
is based on an individualistic perspective of a person, and therefore seldom considers the patient’s 
religion and spirituality (Wozniak, 2009).  
Mainstream psychology’s assumption is that psychology is universal regarding ontological 
and epistemological knowledge (Baloyi, 2008; Vermeulen 2011). Baloyi (2008) agrees that these 
universal assertions of knowledge and experience are neither relevant nor appropriate to describe 
indigenous African people’s experiences.  The practice of mainstream psychology is a consequence 
of colonisation, and thus does not consider the history and political landscape of African cultures or 
their spiritual beliefs (Ratele, Cornell, Dlamini, Helman, Malherbe & Titi, 2018). Mainstream 
psychology rarely considers that indigenous African people’s cultural notions are rooted in the 
concept of the self in relation to the metaphysical as well as their social context (Kpanake, 2018). 
This psychology is primarily taught at universities, and the psychology that guides the core principles, 
objectives, and methodologies of psychotherapy and psychological research (Ratele et al., 2018).  
Clinical psychology is a field that interrogates humans’ behavioural and mental processes 
(Hecker & Thorpe, 2015). Clinical psychologists research human behaviour, seek to apply the results 
of that research, and engage in individual assessment (McDaniel & DeGruy, 2014). Clinical 
psychologists provide assistance to individuals and families that need help to resolve their 
psychological problems. Clinical psychology is a discipline that involves diagnoses, assessments, 
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treatment plans, treatment, prevention, and consultative services for patients in and out of clinical 
setting (Page & Stritzke, 2014). It is only in recent years that the focus of clinical psychology has 
combined science and practice, as well as the application of this combined knowledge across diverse 
human populations with the aim of mitigating human suffering and promoting good health.  
Clinical psychology is a regulated profession; in SA it is regulated by the Health Professionals 
Council of South Africa (HPCSA) and has a defined scope of practice and ethical principles adapted 
from the Health Professions Act 56 of 1974. According to the HPCSA, a clinical psychologist’s main 
objective is to alleviate distress in patients by assessing, diagnosing, and treating patients (Mhambi, 
2008). The HPCSA has a strict scope of practice that clinical psychologists are compelled to adhere 
to. The role of the clinical psychologist is defined as providing a safe environment that is able to 
contain and hold the patient with psychological distress, psychopathology, or abnormal behaviour 
(Mhambi, 2008). Additionally, these regulations serve as guidelines by providing a therapeutic frame 
for psychologist-patient interaction or to establish boundaries between the clinical psychologist and 
the patient. A therapeutic frame is meant to provide a working structure between the psychologist and 
the patient, and was developed with the aim of differentiating between a psychotherapeutic 
relationship and other relationships in which a patient might engage (Bishop & Lane, 2001). In 
psychotherapy the therapeutic frame is considered a crucial step towards creating a safe environment 
for therapist and patient (Cabaniss, Cherry, Douglas & Schwartz, 2016; DeFife & Hilsenroth, 2011).  
Aspects of this therapeutic frame include, but are not limited to, issues of confidentiality, time, and 
duration of therapy (DeFife & Hilsenroth, 2011).  
 
2.4 Clinical psychology vs. traditional healing 
In recent years, researchers have developed an interest in traditional African healing methods 
and how these might be merged with Western health intervention practices (Mokgobi, 2012). The 
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most pertinent questions being researched are concerned with the different aetiological causes of 
illnesses, and the geographical areas in SA where was traditional healing most utilised. The core 
difference between clinical psychology and traditional healing concerns the ideologies in which these 
practices are formed and which then inform the different approaches regarding mental illnesses 
(Ndlovu, 2016). Where the Western perspective is individualistic in its approach, traditional healing’s 
approach to mental illness is holistic and includes the metaphysical.   
Culture and spirituality form the basis of traditional healing. The objective of traditional 
healing is to provide holistic management of an individual’s good health. Traditional healers are 
concerned with the social and spiritual aetiological factors that are fundamental to the African belief 
system (Mensele, 2011). The focus of traditional healers is on preventing illness, treating illness, or 
containing a patient via a spiritual lens.  
There is the misconception that demand for traditional healing is greater in the rural parts of 
SA where access to Western medical services is limited. However, Ramgoon, Dalasile, Paruk, and 
Patel (2011) have shown that high demand also exists in SA urban areas. This is likely due to the fact 
that traditional healers are in a unique position of better understanding their patients’ contexts, which 
includes their cultural and belief systems, having experienced these systems first hand (van Niekerk, 
2012). Most patients seek out traditional healers because of their insight into African culture and 
because they are seen as an integral part of African communities (Mokgobi, 2014; Zuma Wight, 
Rochat & Moshabela, 2016). Traditional healers have be consulted for illnesses ranging from the 
physical to the metaphysical (Mokgobi, 2014). 
There have been notable disagreements between Western and traditional healing perspectives 
regarding the aetiology or causation of illnesses (Richter, 2003). Western healthcare professionals 
attribute the onset of mental illness to various events that a patient has experienced and the impact 
that the said event/s might have had on the patient. The causation of illness in psychology is thus 
formulated using various psychological theories such as psychodynamic formulation (Fairbairn, 
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1958; Summers, 2003), cognitive-behaviour therapy (Beck, 1976), systemic theories (Schiepek, 
Stöger-Schmidinger, Aichhorn, Schöller & Aas, 2016) and so forth. Clinical psychology formulates 
the aetiology of illness by considering various factors such as an individual’s genetic disposition and 
social and psychological factors, otherwise known as a biopsychosocial approach (Wahass, 2005).  
In contrast, African traditional healers attribute the onset of mental illness to multiple sources 
such as witchcraft, possession, the calling, or genetics (Mbwayo, Ndetei, Mutiso & Khasakhala, 
2013). According to van Rooyen, Pretorius, Tembani, and Ten Ham (2015) the Western approach to 
psychology is concerned with the ‘what’ and the ‘how’ of the clinical condition, whereas traditional 
healers typically seek to establish ‘why’ and who is responsible for the patient’s mental condition. 
Therefore, in traditional healing the emphasis is on the supernatural and how this could lead to 
disruptions in the individual’s psychological and social functioning (van der Merwe, 2019). 
Traditional healers presume that there is always a reason behind an illness and consider uncovering 
this reason as more crucial to them and their patents than the illness itself (Kubukeli, 1999; Shabalala, 
2012; van der Merwe, 2019; van Niekerk, 2012). Starkowitz (2014) adds that these disruptions 
manifest themselves in various ways, which could be either mental or physical problems, or in some 
cases, both (Starkowitz, 2014). Other differences between the two interventions are also noted in their 
respective training processes. 
 
2.4.1 Clinical psychology in South Africa 
Psychology has its origins in Germany, and traditionally it was considered to be a discipline 
that focused on understanding normative behaviours in the European context, with its jargon (which 
has been described as a powerful discourse) deeply embedded in Western culture (Parker & Burman, 
2008; Washington, 2010). Psychological theory held that European behavioural norms could be 
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applied to people around the globe, with the exception of those groups that were classified as 
‘different’ and were assigned differing behavioural characteristics (Washington, 2010).   
Fanon (2000) reflects on the generational consequences of colonialism on future generations 
of those affected by colonialism and who developed a sense of inferiority. The ramifications of 
colonialism are seen in various university training courses, including clinical psychology. Nsamenang 
(2005) advocates the importance of expressing one’s Africanism through one’s knowledge of African 
ideals and ways of doing, which seems to have been overshadowed by a Western-centric education 
(Nsamenang, 2005). As is evident from the origins of psychology or the Western stance of 
psychology, the discourse on Afrocentric ways of being (which includes the ethnic cultural contexts) 
is absent. This may be attributable to the banning of traditional belief systems during the apartheid 
era, as promulgated by the restrictions stipulated in the 1974 Health Act, as well as its amendments 
in 1982 (Nemutandani, Hendricks & Mulaudzi, 2016). This has led to a number of psychology 
researchers calling for the inclusion of deep African thought in academic discourse (Chitindingu & 
Mkhize, 2016; Long, 2017; Ratele, 2014, 2017). As a result of debates regarding the relevance and 
applicability of psychology in the African context, limited engagement with African knowledge 
systems has now been included in the training of clinical psychologists in SA (Mbembe, 2015; Ratele, 
2017; Washington, 2010). Washington (2010) considers the inclusion of African psychology as an 
important step to introducing long neglected knowledge in a field that deals with people from different 
cultural contexts and whose realities are shaped by various factors, such as their culture and religious 
beliefs (Washington, 2010).  
This is the century in which it is essential that psychologists exhibit cognisance of the cultural 
factors that form part of their patients’ contexts, and that psychologists actively engage in debates 
instead of merely applying Western constructs that are different to African constructs, in order to try 
to solve problems or issues that are unique to SA.   
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Western medical practice methods are different to traditional medicine practices as the former 
methods seek to resolve physiological diseases based on the ideologies espoused in American and 
European research, which encompass science, technology, knowledge, and clinical analysis (Richter, 
2003). The training for clinical psychology focuses primarily on the treatment of mental disorders 
and the therapeutic knowledge emanates from Western countries (Maldonado-Torres, 2016). Clinical 
psychology training involves teaching diagnostic skills, psychotherapy, behaviour modification 
techniques, psychological counselling, and conducting on-going research into the development and 
standardisation of clinical assessment and therapeutic tools (Hecker & Thorpe, 2015).  
 
2.4.2 Traditional healing in South Africa 
African traditional healing practices are based on beliefs that existed long before the 
development and spread of modern medicine (Kubukeli, 1999; Mokgobi, 2012). A significant portion 
of the South African population’s traditional beliefs are an integral part of their daily lives, as it forms 
a greater part of their constructed reality and experiences (Van Niekerk, 2012). In contrast to Western 
ideologies that inform Western healthcare, traditional healing is heavily reliant on the unseen, and 
utilises indigenous healing methods (Ross & Deverell, 2004). The term ‘indigenous healing’ refers 
to common healing and medicinal forms of healing that originated in Africa (Edwards, 2016).  African 
indigenous knowledge systems arise out of the construction of knowledge through African people’s 
lived experiences (Mkhize, Ndimande-Hlongwa, Nwoye, Mtyende & Akintola, 2016). African belief 
is described as a robust faith in spiritual beings and powers, and is linked to aspects of biopsychosocial 
approaches to healthcare and illness (Asare, 2017; McKee & Chappel, 1992).  Traditional healing 
assumes that the spiritual and physical worlds are unitary, and therefore the focus of traditional 
healing is also on the cosmological and spiritual views of the individual (Kruger, Lifshitz, Baloyi, 
2007; van Rensburg, 2012). 
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Some researchers consider the THP Act as interfering with the SA healthcare sector and 
practitioners (Louw & Duvenhage, 2016). However, some researchers advocate for the collaboration 
between mental health care providers and traditional healers as they believe this could benefit the 
delivery of health care in SA significantly (van Rooyen et al., 2015).  
In 1978 the World Health Organisation (WHO) acknowledged the importance of traditional 
healing. It recognised the holistic approach concerning factors such as the environment, social factors, 
and spirituality when diagnosing illnesses (WHO, 1978). The WHO (1978) defines African 
traditional medicine as;  
The sum of (sic) total of all the knowledge and practices, whether explicable or not, used in 
diagnosis, prevention and elimination of physical, mental or social imbalance and relying exclusively 
on practical experience and observation handed down from generation to generation, whether verbally 
or in writing. 
Some studies on traditional healing agree that having a spiritual calling is an ancestral 
vocation or an inherited gift (Kubeka, 2016; Ogana & Ojong, 2015; Shabalala, 2012). Spiritual gifts 
are regarded as inherited because they run in a healer's family’s genealogy (Ogana & Ojong, 2015).  
This gift is considered a gift that helps an individual to communicate with their ancestors for guidance. 
Ancestors are an integral part of traditional healing (Kyalo, 2013).  
Edwards et al. (2009) define an ancestor as anyone from whom a person has descended. 
However, this concept has a variety of inferences, and can be considered in different ways, ranging 
from the evolution of humanity where it aims to explain direct linear family relations, to how people 
socially construct their everyday lives and attach meaning to the different contexts in which they live. 
For the purpose of this study, this researcher used Edwards et al.’s (2009) definition that defines 
ancestors as those from whom we have descended. Ancestors are responsible for the bestowing of the 
‘spiritual gifts’ or ‘the calling’ (the selection of individuals to become traditional healers) into 
traditional healing. Ancestors task traditional healers to safeguard families and communities’ physical 
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and mental wellbeing, to protect them against supernatural agents (Starkowitz, 2014). The role of 
traditional healers is to determine and understand the source of the illness, and most essentially the 
timing of the ailment, i.e. “why now”, and the messages that the ancestors are trying to convey to the 
patient (Gilbert, Selikow & Walker, 2002).  
Medical professionals use the term ‘profession’ rather than ‘vocation’ when referring to what 
they do because ‘vocation’ is understood as being influenced by spirituality (Nowakowski & Hey, 
2013), and therefore, traditional healers see traditional healing as a vocation rather than a profession. 
When in consultation with an individual, traditional healers are guided by their ancestors (Mensele, 
2011).  In order for individuals and families to communicate with their ancestors, there are people 
who have been bestowed with the calling (or pitso in SeSotho). The gift gets passed down from 
generation to generation, and at times even skips some generations. Only those chosen by the 
ancestors are regarded as having a ‘calling’ or a ‘gift' (Mlisa, 2009). Similarly, one does not simply 
just choose to become a traditional healer (Nyundu & Naidoo, 2017). The gift is passed down to 
ensure that the family has a way of communicating with the ancestors, can heal others, and serve as 
living guides within their families. They communicate at all times and at times are also able to foresee 
potential danger.   
Traditional healers are considered vital participants in the communities that they serve. 
Traditional healers are ever-present and readily available to their community members. They usually 
share the same culture, beliefs, and values as their patients. They are skilled in interpersonal relations 
including counselling, and are able to bridge the gap in the healthcare sector that has resulted from 
the dearth of biomedical health personnel for the delivery of primary health care (Kubukeli, 1999). 
They have been known and trusted to give council, mediate, and educate communities regarding 
spirituality and indigenous knowledge systems (Mokgobi, 2014). Contrary to traditional healers, 
clinical psychologists draw their knowledge on both theory and practice from natural and social 
sciences, which relies on continuous research and the evolution and development of scientific 
perspectives (Strauman, 2001).  
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Maintaining contact with ancestors and following their guidance contributes greatly to 
individual and their family’s health. Bogopa (2015) states that people acknowledge and respect their 
ancestors out of fear and respect. Ndlovu (2016) further adds that maintaining harmony with the 
ancestors can bring good wealth to the individual, their families, communities, as well as their 
environment. Some individuals believe that respecting ancestors is beneficial to their lives as it 
enriches and heightens their values, norms, and well-being (Lebaka, 2018). 
 
2.5 Differences, tensions, and similarities 
The researcher used the following themes from the literature review to draw comparisons 
between traditional healing and clinical psychology.  
  
2.5.1 Traditional healing training 
Traditional healing trainees undergo training at an initiation school, and is supervised by 
another healer, most importantly one that is approved by the ancestors (Kubeka, 2016). The older 
healer (not older in terms of age, but in terms of experience) must possess the gifts or skills that the 
ancestors require their lineage to acquire, that is, healing techniques, dream interpretation, and most 
importantly the initiates must have a spiritual calling. Sometimes the calling makes a person feel sick 
or brings them ill-fortune. Those who have been “called” (chosen by their ancestors to become 
traditional healers) tend to present with various symptoms, ranging from unexplained habits, illnesses, 
and general bouts of bad luck. What is considered an ‘illness’ from a Western perspective, which 
might manifest in various forms¬–such as psychosis or hallucinations/delusions–could be a sign of 
an ancestral calling (Mokgobi, 2014). Some healers have reported having heard voices that serve as 
taelo/litaelo, which are ancestral instructions to become a traditional healer (Kubeka, 2016).   
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The training process for traditional healers is referred to as hothwasa, that is, to become 
traditional healers. Thwasa means ‘the appearance of something new’ (Ross, 2010). Those who do 
not heed to the calling or ignore their ancestor's wishes often continue to be plagued by illness or/and 
misfortunes, until such time that the call is heeded and they are initiated into their calling. At this 
stage the trainee or lethwasane is trained according to the indigenous knowledge base (Moshabela, 
Zuma & Gaede, 2015).   
There is no curriculum per se but the training is customised according to the initiate’s needs 
and their ancestors’ requests (Mensele, 2011). A bond between the lethwasane and the teacher is then 
formed (Kubeka, 2016). The training period is unique and varies according to each trainee. The 
training typically includes lessons in communicating with spirits, humbling oneself before the 
ancestors, and purification rituals, as well as the dream and vision interpretation (Menze, Van der 
Watt, Moxley & Seedat, 2018). For some, it includes learning about medicinal plants or herbs (Zuma, 
Wight, Rochat & Moshabela, 2017). Traditional healing training includes the diagnosis and treatment 
of illness, as well as future prediction techniques, settling conflicts within families, ending 
misfortunes, and protecting patients, their families, and communities via intercession (Kubeka, 2016; 
Moshabela et al., 2015 & Ndlovu, 2016). 
Some initiates are compelled to wear their regalia, which typically comprise bead worn around 
their necks and wrists, or may be a specific cloth (that they have been guided to by their ancestors), 
while other initiates carry a lere (a stick), which may not to be touched or used by anyone outside the 
calling (Mensele, 2011). Once training has been completed the trainee concludes their journey 
according to the ritual of lefehlo la ho tswa, which can be likened to a form of a graduation ceremony 
(Futhwa, 2017) and may include the slaughtering of an animal chosen by the ancestors, the burning 
of different coloured candles or imphepho (incense), and the ringing of bells.  
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2.5.2 Assumed tensions 
Mashabela (2017) states that white psychologists and anthropologists perceive African 
healing approaches and spirituality as having been created by African memories. In addition to this 
assumption, it is not possible to consider the African worldview without simultaneously considering 
African spirituality and reality (Asare, 2017; Mashabela, 2017), only African, as opposed to white 
psychologists and anthropologists, can determine and interpret this (Mashabela, 2017).  
There is an assumption that black South African mental health patients simultaneously consult 
both traditional healers and psychiatric institutions (Ndlovu, 2016; van der Merwe, 2019). They use 
traditional healers to determine the cause of their illness, and psychiatric clinics to help with the 
illness.  However, this poses a problem from both sides. Those who seek help from Western 
professionals experience communal criticism as they are considered to be disregarding their cultures 
(Mpofu & Harley, 2002; Zabow, 2007). On the other hand, black psychiatric patients who use 
indigenous languages to describe the process of ancestral calling or traditional healing are also 
misunderstood by ‘scientific’ healthcare professionals, and may be regarded as psychotic (Zabow, 
2007). 
Other previous assumptions regarding traditional healing not only position it as dark and 
dangerous, but also as a primitive and uncivilised practice, whereas mainstream psychology could be 
more scientifically measurable, thus rendering it more meaningful (Mlisa, 2009; Moshabela et al., 
2015; Mpofu, 2006; Shabalala, 2012). This can be attributed to colonialism, which played a role in 
undermining the cultural landscape and practices, and by delineating both traditional healers and 
users, as evidenced in the Jolles brothers’ reference to old legislation such as the Witchcraft 
Suppression Act of 1957 cited in Richter (2003). This Act sought to prohibit diviners from practicing 
in colonial Natal in the late 1800s (Richter, 2003). 
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In her research, Shabalala (2012) relates her apprehension about ubungoma (traditional 
healing), and the change that happened within her family when two members received the calling. 
Part of this apprehension concerns the negative assumptions about traditional healing, and what she 
describes as the fear of contamination. This alludes to how some black people fear that being a 
traditional healer is contagious, and that all black people believe and practice traditional 
healers/healing.    
Wozniak (2009) supports this research and relates an account of a clinical psychologist who 
did not fit the role of a traditional academic due to their simultaneous role of sangoma, a practice that 
was deemed to be uncivilised and not in line with the qualities expected of a typical academic 
(Shabalala, 2012). However, despite the differences between the two healing sectors and the assumed 
tensions, there are similarities between these two healing spaces. 
 
2.5.3 Similarities 
Kubeka’s (2016) study shows that even though traditional healing is considered a gift that is 
inherited and passed from generation to generation, not all black people are ‘called’ into traditional 
healing. Kubeka (2016) proposes that while there may be some differences in terms of training and 
practice between disciplines, both traditional healing and clinical psychology focus on the 
individual’s wellbeing and this includes good mental health (Hecker & Thorpe, 2015). Both 
disciplines are in agreement that mental illness results from conflicting and damaged relations (van 
der Merwe, 2019). Van der Walt (2003) further explains that traditional perspectives understand 
conflict as emerging out of spiritual or cultural disconnects, whilst the Western view examines the 
relationship with the self and the other (van der Walt, 2003).  Kubeka (2016) emphasises that 
psychoanalysis has been used (Mlisa, 2009) to conceptualise ukuthwasa by using the frame of the 
‘collective unconscious’ (Kubeka, 2016). As with African cosmology, the collective unconscious 
values the individual’s connection to their ecological environment. Kubeka (2016) further adds that 
23 
the collective unconscious is inherited and that while spirituality is instinctive, it is also passed down 
through generations (Kubeka, 2016).  Ndlovu (2016) also adds that the inclusion of spirituality in 
traditional healing interventions, aims to result in a long lasting effect on the patient, and this is can 
be achieved by maintaining harmony between the patient and their ancestors.  
Bomoyi (2011) also highlights similarities between the diagnostic criteria stipulated by the 
Diagnostic and Statistical Manual and the symptoms observed in those that present with the ancestral 
calling, such as those with psychosis (Western medical term) or amafufunyana (possession by evil 
spirits). Although these may be similar disciplines, the difference between them depends on the 
perspective from which they are viewed. From a traditional healing lens, an illness might be 
considered a blessing, however, through a Western lens an illness is considered as something that 
requires medical intervention (Ndlovu, 2016). 
Other differences observed between the two healing practices concern the training processes. 
Clinical psychology training and traditional healing training vary in terms of the duration of the 
training and the content included in such training (Bomoyi, 2011). However, Wozniak (2009) 
highlights that the two disciplines’ training outcomes share similarities, such as being awarded a title 
that attests to the trainee being considered an expert in their field after the completion of training.  




Over the past few years the different interventions available for the treatment of mental health 
disorders has been an area of focus. Scholars have various views regarding the consultation of 
traditional healers. Some scholars consider traditional healing to be a hindrance to healthcare (Louw 
& Duvenhage, 2016), whilst others advocate for the collaboration and synergy of both traditional and 
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Western interventions (Eggertson, 2015; Hlabano, 2013; Sivhaga, Hlabano & Odhiambo, 2012; van 
der Merwe, 2019; Zabow, 2007). Literature points to the differences, similarities, and training 
programmes that exist in both practices. This research adds to the continuing conversations regarding 
healing of mental disorders from both Western and traditional perspectives. This has been achieved 
by exploring the two participants’ narratives as they both trained in healing practices, and their 
experiences as both a traditional healer and a qualified clinical psychologist. In the next chapter this 
research looks at the theoretical framework that underpins this research.  
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Chapter Three                                           
THEORETICAL FRAMEWORK 
3.1 Introduction 
In this chapter I present and discuss the theoretical framework that underpins this research 
study. The theoretical framework is considered the core of the study as it serves to direct and support 
the research (Grant & Osanloo, 2014).  
Both social constructionism and phenomenology were considered. This research study sought 
to explore the lived experiences of psychologists who are also trained traditional healers and describes 
how they construct their identities as healers and MHCPs in a South African city. The aim of 
phenomenology is to understand, just to understand, the phenomena as the participants experience it. 
However, with social constructionism as a theoretical framework, this research reaches beyond the 
phenomena, and investigates how language and culture plays a role in the construction of the 
participants’ identities. In terms of social constructionism the research question was designed with 
the intention of establishing how people conceptualise their experiences rather than just questioning 
actual events in their lives.  
 
3.2 What is social constructionism? 
Social constructionism theory is concerned with the process of constructing knowledge and 
how language, discourse, and culture establish the very things we aim to describe (Burr & Dick, 
2017). This theory emphasises how knowledge is created through our interaction, which then shapes 
our realities (Ndlovu, 2016).  The sociocultural context we engage in, and the language we use, has 
a strong influence on how we construct and understand our realities. Social constructionism as a 
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theoretical underpinning facilitates understanding identity as complex, dynamic, and negotiated 
(Liebkind et al., 2006 cited in Sam & Berry, 2016), which means that our identities are formed by the 
contexts we share during our interactions with others. 
 
3.3 Language in social constructionism 
Social constructionism calls for attention to context, the creation of narratives, and social 
constructions of individuals, and focuses on the social, cultural, and, historical aspects of being both 
a traditional healer and a clinical psychologist (Young & Collin, 2004; Becvar & Becvar, 2009; 
Conrad & Barker, 2010). The effect of language in the construction of knowledge within our societies 
is explained as follows. The interaction of societies is the key factor in the creation of knowledge 
(which is a theme that is central to the definition of social constructionism) (Berger & Luckmann 
1991; Visser & Moleko, 2012). This literally means that reality is socially defined, however, this 
reality refers more to people’s subjective experiences of their everyday lives and how they understand 
the world.  Steedman (2000) adds that a lot of what we know is known in an attempt to make sense 
of what being human is. The use of social constructionism refers to the construction of reality through 
language (Visser & Moleko, 2012). In the context of this study, this assisted the researcher and 
facilitated the reader to gain an understanding of the research participants’ worldviews and lived 
experiences.  
Social constructionism theory helps to position the researcher’s viewpoint in that the 
researcher is familiar with some of the cultural aspects relating to traditional healing, the training 
process of clinical psychologists, and the jargon used in both clinical psychology and traditional 
healing. The construction of these aspects is reliant on language, leading to the co-construction of 
meaning between the researcher and the participants.  Co-construction is regarded as a unique method 
that results from collaborative pairing (Lin & Chang, 2014).  The construction of realities is achieved 
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through an interactional process where the researcher and participants create meaning from the 
knowledge that is formed in various social, cultural, and even educational contexts (Visser & Moleko, 
2012). The co-construction of meaning was evidenced by the natural flow of conversation between 
the researcher and the participants during the interview process.  
 
3.4 Explaining mental illness through social constructionism 
In SA there are various factors that influence the aetiology of mental disorders, such as 
sociocultural factors, religion, politics, and unequal power relations.  
As mentioned in the previous chapter, the two most commonly used consulted practitioners 
to treat mental disorders in SA are professional mental health practitioners and traditional healers. 
Kriegler (2015) explains that these two different modalities do not always share views of mental 
disorders, namely their causation, diagnosis, and treatment – in fact, the perspectives of these two 
disciplines are vastly different. The definition and the experiences of illness are socially constructed 
(sometimes in different ways) by different cultures (Conrad & Barker, 2010). The treatment 
interventions in most cases are patient-centred. Based on their backgrounds, religious beliefs, and 
socioeconomic statuses, mental health practitioners and traditional healers will decide which avenue 
to use.  
In traditional healing, illnesses such as psychosis or schizophrenia are viewed and understood 
differently to clinical psychology or psychiatry. Whilst schizophrenia’s core symptoms appear to be 
the same across different cultures and communities (Campbell, Sibeko, Mall, Baldinger, Nagdee, 
Susser & Stein, 2017), the names ascribed to the condition, its meaning, treatment intervention, and 
causes are viewed differently. In traditional healing the cause might relate to a calling from the 
ancestors, spirit possession, or perhaps witchcraft (Connell, Koen, Niehaus, Cloete, Jordaan & Botha, 
2015).  
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In clinical psychology the diagnosis is likely to focus on different factors for the mental health 
manifestation, such as biological, psychological, and social factors. Being both a clinical psychologist 
and a traditional healer can position the healer in a unique position of being able to understand and 
treat mental disorders from either the traditional or Western perspective.  
 
3.5 Conclusion 
Social constructionism was used as the research study’s theoretical framework as it allowed 
the researcher to understand the phenomena of being both a traditional healer and a clinical 
psychologist. This chapter has illustrated how social constructionism shaped the research questions 
to allow for a thorough exploration of the lived experiences through the narratives of those who are 
both clinical psychologists and traditional healers. The next chapter outlines the methodology and 




Chapter Four  
METHODOLOGY 
4.1 Introduction 
This chapter outlines and justifies the research method used in the study and provides a 
description of the research design and method used to achieve the aim and objectives, which were to 
explore the subjective lived experiences of traditional healers who are also clinical psychologists in 
a South African city by posing the following research questions to the participants:  
i. How do you experience your practice as both a traditional healer and a psychologist 
in a South African city? 
ii. How do you construct your identities as healers and/or clinical psychologists?   
The chapter defines and describes the qualitative research method and explains why the 
research design and method were chosen for this particular study. The chapter further describes the 
population, the sample and sampling method, data collection, steps of data analysis, and the study’s 




4.2.1 Research design and method 
Scholarship in SA concerns itself with how academics write about people’s lived experiences 
(Brown, 2012; Pattman & Carolissen, 2018). This includes how researchers write about religious 
beliefs (Brown, 2012). Brown (2012) highlights an important question about writing critically with 
credibility, and compassionately, about belief systems that shape the realities of people whose beliefs 
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the researcher might not share. In this study, there may be parts that make for uncomfortable reading 
due to the tendency to disrupt conventions and call up some emotionally evocative narratives (Jones, 
2016; Richards, 2008). This is intentionally in line with the main features of contemporary academic 
writing in emancipatory research (Jones, 2016), which aims to move away from what is traditionally 
regarded as scholarly, particularly with the commitment to contributing to a decolonised academy. 
 
4.2.1.1 Research design 
This study was conducted within a qualitative research methodology.  
According to qualitative research, reality does exist, however this reality depends on one’s 
ontological and epistemological stance (Gialdino, 2009).  Qualitative research focuses on the 
participants’ subjective knowledge and the aim is to search for ‘a truth’ from the participants’ 
perspective, and it is not possible to separate the researcher from their research.  
Qualitative methods are crucial in identifying non-physical or abstract factors such as beliefs 
(Harper & Thompson, 2011). Qualitative research is a method that helps researchers to explore the 
lived experiences and to understand the meanings that people attach to the problems that they 
encounter. According to Creswell (2013), qualitative research involves a process that includes 
questions and procedures such as collecting data at settings that participants choose, and analysing 
the data by inductively building themes from the collected data to interpret the meaning from this 
data. The process is then followed by a written report of the research findings (Creswell, 2013).   
The qualitative methodology employed in this study was narrative inquiry, which focused on 
the stories the participants told.  Narrative inquiry has been described as studying the experiences 
related by the participants (Clandinin, 2006; Connelly & Clandinin, 2006). Secondly, narrative 
inquiry allowed the researcher to capture phenomena that is often partially or fully overlooked by 
science (Connelly & Clandinin, 2006). Thus, the aim of the research method used in this study was 
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to study the participants’ related stories in an attempt understand how the participants have 
constructed meaning out of experiencing this phenomena.  
Qualitative research was considered suitable for the proposed study due to its ability to 
provide the participants’ lived experiences. The use of narrative inquiry allowed the researcher to 
understand how the participants have constructed meaning out of their experiences of practicing as 
both traditional healers and clinical psychologists in a South African city.  
 
4.2.1.2 Research method 
The research method includes population, sample and sampling method, data collection, data 
analysis, and trustworthiness.  
a) Population 
The study was conducted within the discipline of psychology. The study was concerned with 
exploring the narrative of practicing as both a psychologist and a traditional healer in a South African 
city, and therefore the population that the researcher was interested in were practicing clinical 
psychologists who are also traditional healers.  
b) Sample and sampling 
This study used the purposive sampling method, which falls under non-probability sampling. 
This method is used when the researcher deliberately selects participants based on the qualities they 
possess (Etikan, Musa & Alkassim, 2016; Sharma, 2017). It is not regarded as a systematic method 
that has underlying theories or requires a set number of participants. Therefore, when using purposive 
sampling, the researcher selected participants who had the knowledge and experience that the study 
aimed to address. Adding to the knowledge and experience, the willingness to participate and share 
their experiences was also an important criterion in purpose sampling (Etikan et al., 2016).  
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In this study the participants were individuals who trained and currently practiced as both 
traditional healers and clinical psychologists in a South Africa city. The researcher’s decision in 
choosing two participants was based on their knowledge, and their ability to answer the research 
questions regarding the lived experiences of practicing in two healing spaces and how they 
constructed their identities (Miller & Salkind, 2002).  
A colleague practicing in the field of psychology referred participants to the researcher. 
Participants are young black female South Africans who have completed training in both disciplines, 
and have worked independently for more than two years as clinical psychologists in a South African 
city. The reason for seeking clinical psychologists in independent practice was because they had 
established their therapeutic style and would be more experienced in incorporating both healing 
modalities into their profession. An independent traditional healer is one that has been initiated into 
the vocation and who has works independently from their mentor but still acted according to their 
ancestral guidance. Neither of the participants withdrew or gave any indication of withdrawing at any 
time during the interviewing process. Both research participants could choose to be named or remain 
anonymous; both chose to remain anonymous.  
c) Data collection 
Data was collected through the process of narrative semi-structured interviews to obtain 
detailed accounts of both individuals’ experiences. Semi-structured individual interviews were 
directed by the two research questions followed by in-depth probing. One of the benefits of qualitative 
methods was that it enabled the researcher to use open-ended questions in explorative research as 
well as probing, which allowed both participants to explore their experiences until data saturation 
was reached (Streubert & Carpenter 2011). Data saturation refers to interviewing until no new or 
further information is collected, that is information is repeated and no new information emerges 
(Jooste & Mia, 2015).  
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The open-ended research questions evoked responses that were meaningful and culturally 
salient to the participants. Another advantage of using qualitative methods was that it allowed the 
researcher the flexibility to probe initial participant responses – that is, to ask why or how.  
The focus of narrative research can be on the experiences of one or more individuals 
(Creswell, 2013). For this research study, two individuals were identified.  
As mentioned before, narrative research includes various ways of collecting narratives from 
individuals. This process is followed by reporting such experiences chronologically and providing 
meaning of these experiences (Creswell, 2013). There are different ways to use narrative approaches, 
the most common being:  
• the biographical approach is the process by which data is collected via written records of a 
participant’s life, which is recorded by the researcher;  
• the auto-ethnographic approach uses written records of the participant’s life, but here the 
participant records and writes their own life experiences;   
• the life history approach looks at the entire life of the individual in multiple episodes; and 
• the oral history approach looks at a certain event by collecting personal reflections from one 
or more individuals. 
In narrative research, the researcher can use one component or combine several components 
from different approaches (Creswell, 2013), and these can be used to retell an individual’s story or 
certain life events.  
This study used an oral history approach, and this included in-depth interviews as the data 
collection method to gather personal reflections of the participants’ lived experiences as both clinical 
psychologists and traditional healers. This research study used semi-structured interviews that were 
directed by two research questions which allowed the participants to tell their narrative in their own 
words, with probing questions or prompts from the researcher. The objective use of the semi-
structured interviews was to encourage a rich narrative that could be used in narrative analysis. 
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Narrative interviews seek to establish what events take place rather than determining the frequency 
of predetermined events or experiences that the researcher might believe can happen (Brinkmann, 
2014).  
The interviews were both conducted in Gauteng province at venues the participants selected. 
The duration of each interview with the participants was one and a half hours. The first interview was 
conducted in Pretoria on the 26th of January 2020 at a restaurant chosen by Lerato* and the second 
interview was on 05th February 2020 at Mbali’s* clinical practice in Johannesburg. Both interview 
settings were conducive to interviewing as there were no or few distractions encountered, and both 
the participants felt at ease. The debriefing information introducing the study was emailed to the 
participants a week prior to the interviews and the consent forms were signed on the day of the 
interviews. A Samsung mobile phone was used to record the interviews with the participants’ 
permission, and these recordings were immediately transferred into audio files and saved on a 
password-protected hard drive, which is kept in a secure place. 
The participants were sent a brief description of the research study, and they brought different 
elements to the research. The researcher quickly established rapport with the participants, who were 
curious as to why the researcher had chosen this particular study. When the researcher explained her 
background, both participants were eager to share their lived experiences. The researcher’s 
background allowed for the co-construction of meaning between her and the participants. This 
resulted in a natural flow of conversation where the co-construction of meaning was unavoidable. 
This was something the researcher was critically aware of, and was therefore was able vacillate 
between her role as researcher and identifying with what the participants shared.  
The researcher’s background also aided in understanding the language the participants used, 
such as gobela (spiritual mentor), idlozi (ancestor -singular), umNdau (water ancestors related to us), 
as these are the terms the researcher had been familiar with since childhood. These constructs have 
been long established in black communities and passed down through generations via a sharing of 
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knowledge, meaning, and practices (Visser & Moleko, 2012). These constructs are still applicable in 
the traditional and cultural South African contexts.  Although the researcher had some background 
knowledge, the aim was not to confirm what the researcher thought she already knew – but rather to 
listen to the experiences of those who experience this reality every day, that is those who have to 
navigate between these two healing spaces and those who have already forged their identities and 
know who they are. 
d) Contextualising the participants  
The participants in this study have been trained in traditional healing and clinical psychology. 
As such, they are actively engaged in both practices, i.e. they currently practise as both traditional 
healers and clinical psychologists  
For Lerato, the context in which she was raised did not encourage engagement about 
traditional healers and therefore when she started manifesting with signs of the calling, there were 
questions about what was happening, why it was happening, and experienced feelings of helplessness. 
As she was a trainee clinical psychologist at the time, she compared her symptoms to those 
encountered during M1 (first year of the Masters level clinical psychology training), and she equated 
them to some or other psychiatric disorder. During her youth, traditional forms of treatment were 
neither discussed nor encouraged and therefore she was confused and helpless. 
Mbali did not aspire to be a traditional healer – her context was one of acceptance of traditional 
rituals and conversations around traditional beliefs. Her family was supportive. She knew traditional 
healing was her destiny, and even though she tried to delay the process as much as possible, painful 
events that ensued led her to eventually embracing the calling. She had support in the sense that she 
could openly ask questions and seek clarity from her family.  
Both participants went through a process of dealing with the ‘symptoms’ of manifestations, 
which were different but extremely challenging and painful. Lerato described how at one point her 
skin felt raw, as if she needed to be dressed in heavy clothing just to feel as if her body still exited. 
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Mbali reflected on a period during which from dusk to dawn she would feel confined to her sofa in a 
sitting position, unable to move or sleep. Both participants chose clinical psychology as their 
profession but they certainly had no expectations of becoming traditional healers – their ancestors 
chose this life for them, and their lived experiences attest to the process as being particularly gruelling. 
When the researcher inquired as to whether or not traditional healing was accepted by other 
professionals (particularly in mental healthcare), Mbali’s response was “No sisi, the question you 
should be asking is: have I accepted this?” She then stated that she has accepted it and at this point 
she does not care whether or not anybody else has accepted it.  
e)  Data analysis 
A narrative analysis method was used to analyse the data collected for this study.  Narrative 
research does not refer to a single research approach but rather multiple ways of exploring how stories 
are told, and how people understand how their identities and social lives are formed (Clandinin & 
Rosiek, 2019; Liamputtong, 2019; Riessman, 2008). In a narrative analysis, data can be collected in 
various ways, including, but not limited to, interviews, biographies, autobiographies, auto 
ethnographies, and journals. The focus of narrative analysis is on the story as a whole (Murray, 2004; 
Riessman, 2008); Wong and Breheny, 2018), because people make sense and meaning out of their 
lived experiences through storytelling (McMullen & Braithwaite 2013). As a result of the narration 
of their life experiences as both clinical psychologists and traditional healers, narrative analysis was 
used to analyse the data collected in this study (Wong & Breheny, 2018). 
The researcher transcribed the recorded interviews verbatim to read and reread the data until 
she was immersed in the data; this process took the researcher two weeks (Creswell, 2013). This 
approach falls under social constructionism and assists in providing an understanding of how people 
represent themselves and their experiences (Franzosi, 2010). Locating the narrative analysis within a 
social constructionism framework offers a different approach to understanding the production and 
analysis of qualitative data, as it recognises the significance of the stories that people tell (Earthy & 
Cronin, 2008). Through close examination it is possible to establish how these stories reflect on 
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important events and/or experiences in a person’s life and how these play a role in informing that 
individual’s identity or social being. Narrative analysis provides insight for the researcher regarding 
the phenomenon being studied (Clandinin, 2019; Creswell, 2013; Liamputtong, 2019). In this study, 
the phenomenon was concerned with the simultaneous practice of clinical psychology and traditional 
healing in the South African context.  
In qualitative research, conceptualisation can be achieved in one of two ways. The first being 
the inductive method, which is a process that involves identifying and extracting categories and 
themes from the collected data, and the second is by determining whether or not the collected data 
links with existing theoretical structures (Berg, 2007). The type of narrative analysis used in this study 
was the inductive paradigmatic analysis.   
i. Inductive paradigmatic analysis 
Inductive paradigmatic analysis is the analysis method that relies on a thorough reading and 
understanding of the collected raw data with the purpose of deriving concepts, themes, and/or a model 
from which interpretations are made (Thomas, 2006). The inductive approach’s primary purpose is 
to allow research findings to emerge from the frequent, dominant, or significant themes inherent in 
raw data, without the limitations imposed by structured methodologies such as deductive approaches, 
which are common in quantitative studies. Thus, the inductive approach facilitates the researcher 
being immersed in data collection to advance the data analysis process (Thomas, 2006). This is done 
to demonstrate the obvious link to the reader and more importantly to justify the relationship between 
the raw data and the research objectives. By engaging in this process, the researcher was able to 
develop a future model or theory regarding the underlying structure of the experiences or processes 
evident in the text data.  
In this research, the narrative data analysis followed the four stages proposed by Newby 
(2014) and Reissman (2008). 
• Collecting the data and preparing the data  
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o This process involved the researcher familiarising herself with the narrative and 
bracketing her existing knowledge (as outlined in the reflexivity section in Chapter 
five).  
• Identifying basic units of data  
o In this step, data was grouped into categories that were significant to the research 
question, and this ensured alignment between the collected data and the research 
study’s objectives.  
• Organising the data 
o Using the categorised data, relevant themes were identified and constructed for 
interpretation. Organising the data assisted the researcher in a further exploration of 
explicit content, the discourses, and the considering the latent content that lies unsaid 
between the lines, and comparing and contrasting stories to identify similarities. 
• Interpretation of data. 
o This was achieved by attaching meaning to the data received in order to provide 
recommendations at the end of the research report. 
 
f) Trustworthiness 
When conducting narrative research, the researcher had to be mindful of questions related to 
the truthfulness of the stories told by the narrators, and whether or not reality was in evidence 
(Reissman, 2008). In qualitative research, trustworthiness aims to ensure the reader that the research 
findings can be trusted (Korstjens & Moser, 2018). This is evident in Lincoln and Guba’s (as cited in 
Madill & Sullivan, 2018) four steps to establish trustworthiness, namely credibility, transferability, 





Credibility refers to the consistency of the findings with reality. The sample used in this study 
met the study’s selection criteria in that both participants practiced as clinical psychologists and a 
traditional healers in a South African city. There was a prolonged engagement with the research study 
from the proposal phase until completion of the final dissertation. The prolonged engagement was a 
process during which the researcher immersed herself in the data by listening to the audio recordings, 
making a verbatim transcription of these recordings, and reading and re-reading the transcribed data. 
This took place during preparation of data for analysis. This research study used a type of member-
checking to assess the data credibility (Madill & Sullivan, 2018). In 1985 Lincoln and Guba (Madill 
& Sullivan, 2018) introduced member-checking as a flexible way of ensuring that the data collected 
was rich and thorough, as it allows the researcher to check emerging themes and/or to identify 
discrepancies in the data with participants (Madill & Sullivan, 2018). It also encourages the researcher 
to understand and report on experiences in a critical manner, which then also encourages some 
reliability. For this research, the themes that emerged were emailed to the participants with the aim 
of verifying the themes with them. The email contained an analysis of the results of the emerging 
themes and what they considered the themes to be, i.e. were they in agreement with the emergent 
themes or not. They were encouraged to ask, add, or remove information from the analysis report.  
Both participants responded by thanking the researcher for sharing the analysis results with them and 
indicated their consensus of the emergent themes.   
 
ii. Transferability 
Transferability addresses the question as to whether or not this study could be applied to other 
contexts and to what extent. Firstly, the study’s findings could not be generalised to other contexts as 
it was conducted with two participants in a South African city. However, a detailed description of the 
participants, their life circumstances, and the methodology used in the study is provided in order for 
the reader to assess the findings’ relevance and applicability (Willig, 2013).  
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iii. Dependability  
In terms of dependability, Lincoln and Guba (1985, as cited in Madill & Sullivan, 2018) refer 
to research consistency, providing a thick description of the context in which the research was 
undertaken, and an audit trail of the research if necessary. The participants were asked the same 
research questions and the interviews were transcribed verbatim to ensure the study’s authenticity.  A 
detailed and thorough explanation of how the data was collected and analysed is provided in the data 
collection section.  
iv. Conformability 
Conformability ensures that the research findings are the result of the participants’ 
experiences as opposed to the researcher’s preferences by providing an audit trail. The researcher has 
attached a copy of the narrative analysis (Appendix B) and the verbatim citations from the 
participants’ interviews are presented that strengthen the study’s authenticity, as demonstrated in 
Chapter five. Therefore, the way in which the researcher has made interpretations, implications, and 
conclusions has been made exclusive, and therefore data can be traced back to its origins. The 
researcher has also used reflexivity as an additional measure by recognising that her own experiences 
and subjectivity influences her interpretations.  
v. Reflexivity  
Reflexivity was another method included in this study to ensure the study’s conformability. 
Qualitative research assumes that the researcher is not independent of their study, and therefore 
reflexivity is when the researcher consciously makes the reader aware of their subjective position 
concerning the study (Berger, 2015). This further allows for the co-construction of meaning between 
the researcher and the researched (Shabalala, 2012, 2018). A section on the researcher’s background 
and why she chose to conduct this research was included under ‘reflexivity’ in Chapter 5, as was a 
description of her encounter with the research participants.  
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4.3 Ethical considerations 
Ethical clearance was sought from the University of Johannesburg’s Higher Degrees and the 
Ethics Committee. Participants were recruited through referrals from a psychologist at a tertiary 
training institution in Johannesburg. As the researcher had no prior contact (professional, educational, 
personal, or social contact) with any of the participants, she was able to maintain respect for the 
participants, their cultures, and beliefs throughout the process, and she showed no signs of being 
judgemental or critical of the participants, which helped to establish rapport and a positive 
relationship with the research participants.  
The participants were fully informed about the research study’s purpose and the research 
procedure. Subsequent to this, both participants signed consent forms stating their agreement to 
participate in the research, their consent to recording the interviews, and to sharing the collected data 
with the research supervisor.  
Confidentiality is mandatory in qualitative research. Although recent literature in 
emancipatory research shows that some participants prefer to have their names known (Mukungu, 
2017; Surmiak, 2018).  The participants were given the option of remaining anonymous or being 
mentioned by name in the study; both opted to remain anonymous. However, pseudonyms were used 
to protect their identities.   
The participants were advised that all recordings and transcripts would only be listened to and 
viewed by the researcher and her supervisor. The recordings and the data transcripts (soft copies) are 
stored in a password-protected hard-drive, in a locked archive facility at the university’s Psychology 
Department. This hard drive will be destroyed and disposed of after five years.  
The researcher ensured that there no harm came to the participants by being respectful to their 
views and experiences, and by protecting the information disclosed by the participants. During the 
interview, one participant requested that the researcher exclude a certain excerpt from her interview, 
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and this request was honoured. The risk of exposure of the participants’ privacy for any personal gain 
was minimised throughout the research process by adhering to the research questions.  
Copies of the final dissertation will be made available to the participants on request as a way 
of sharing the research with them.  In sharing the final product (instead of transcripts) with the 
participants, the risk of censorship was eliminated.  
Participants were informed of their rights to withdraw from the research process at any time.  
No money, gifts, or favours were exchanged with the participants as inducement to participate 
in the study.  
No additional emotional harm could have probably arisen from the study, and the researcher 
conducted a check-in with the participants at the end of the interviews to ensure that no harm was 
inflicted on them. Should this have occurred, the interviews would have been terminated.  
Finally, both participants were thanked for participating in the research study.  
 
4.4 Conclusion 
This chapter dealt with the research methodology, which detailed the research design and 
method. The research method consists of the population, sample and sampling, data collection 
method, data analysis, and the study’s trustworthiness. Ethical principles considered throughout the 
research study were also described in this chapter.  
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Chapter Five                                                        
FINDINGS AND DISCUSSION    
5.1 Introduction 
Qualitative research assumes that the researcher is not separate from their study, therefore the 
use of reflexivity is a conscious way of stating one’s subjective position concerning the study (Berger, 
2015). This chapter introduces the researcher’s personal narrative in an attempt at reflexivity and to 
situate the findings and state her investment in the research.  
Also presented in this chapter is the emergence of the major themes and their related sub-
themes (see Appendix B). Each theme and sub-theme is then discussed in detail.  
Discussion of the research findings is a process that involves searching for literature with 
relevant theories that could be integrated into the researcher’s findings (Babbie & Mouton, 2001). 
This helps the researcher to adapt research notions into common and shared meaning to cultivate 
understanding and acceptance among scholars (Sequeira, 2014). This process eventually leads to 
framing meaningful concepts, which ultimately leads to the creation of a theory (du Preez & de Klerk, 
2019). 
This research study sought out the narratives of practicing as both a clinical psychologist and 
a traditional healer in SA. The study aimed to explore the differences, similarities, and assumed 
tensions between these two healing practices. This was achieved by listening to the two individuals’ 
experiences as practitioners in both clinical psychology and traditional healing. This chapter focuses 
on the narratives of the participants, as well as in-depth discussion and the interpretation of the 
findings. The findings have been organised according to the major themes as shown in Appendix B.   
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5.2 Reflexivity – the researcher’s story 
My maternal great-grandfather was a traditional healer and herbalist. He had three daughters 
and his gift was subsequently passed on to his eldest daughter, my grandmother, who did not accept 
the calling as she married young and wished to raise a family. Her father held a ritual to appease and 
ask his ancestors to give my grandmother more time until she was ready to accept the calling. 
However, my grandmother never felt ready and this resulted in three out of her six children (two 
daughters and a son) receiving the gift as well. One of these daughters is my mother. My mother also 
felt she was not ready to accept the calling due to wanting to complete her education. My mother got 
married at the age of 16 and wanted to start a family, which contributed to her reluctance in accepting 
the calling. Her other siblings also refused the calling. Despite the reluctance and the refusals, my 
family was aware of their ancestors and followed traditions that were taught to them by their father 
(my great grandfather).  
I have always been aware of my family’s background, but at times kept this side of my family 
from my friends. I was raised in the Roman Catholic faith and attended multi-racial schools, therefore 
I did not wish to be stigmatised or victimised by my peers. Sangomas were not often mentioned in 
the environment that I grew up in, as most people in our community feared them.   
My mother was born and raised in the Catholic faith but was later ‘saved’2 and became a born 
again3 Christian. A lot of the teachings in the ‘born again’ faith are centred on warning against idol 
 
2 Those who are ‘saved” believe that they have been delivered from an eternity in hell and that they 
are protected by the blood of Jesus Christ (https://www1.cbn.com/churchandministry/what-does-it-mean-
to-be-saved%3F).  
3 To be born again, or to experience the new birth, is a phrase, particularly in   evangelicalism to 
describe a spiritual birth by accepting Jesus as one’s Lord and saviour 
(https://en.wikipedia.org/wiki/Born_again). Individuals who are “born-again” often state that they have a 
personal relationship with Jesus Christ.  
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worship (which some people equate with ancestral worship). Anybody who followed their traditional 
faith was considered in need of saving and deliverance from sin.  
Circumstances changed six years prior to the research when my younger sister manifested 
with the signs of the calling. She was beset with ailments and experienced dreams and visions. My 
parents were aware of what was happening but attempted to ignore it. These symptoms intensified 
for my younger sister, which resulted in my mother relenting and seeking help from a faith healer 
(traditional healer in a church context). The process led to both my mother and sister accepting the 
calling and training as faith healers.  
I am a clinical psychologist in training, currently completing my internship year. I am aware 
of my family’s history and have observed my mother in practice with her patients, some of which 
present with symptoms that closely resemble those of a mental disorder. I became increasingly 
curious about the collaboration between these two practices. I often engage with my mother about the 
symptoms with which some of her patients present. Being trained as a clinical psychologist results in 
the my inclination towards clinical symptoms as per my university training, however, my mother’s 
interpretation of symptoms is completely different from what I have learnt; as it seems to be guided 
by ancestors. 
My mother’s mentor once told me that I too also have the gift, which this has not yet 
manifested. Whether or not it will manifest is, I feel that it is up to my ancestors.  
The questions that linger in my mind are: should this ever come to pass, will I be ready to take 
it on, and how would it affect my professional life and as well as my identity, particularly because as 
a black person my upbringing was in a different cultural context to that of where I studied, and 
subsequently the profession I chose. I do recognise that the contexts in which I live and function 
requires that I become a cultural hybrid. Hybridity refers to how black professionals have to prioritise 
some cultural practices over others (Shabalala, 2018),  the need to learn about beliefs that characterise 
different African cultures, how to incorporate them into their professional space that is significantly 
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influenced by a Western worldview, and how to effectively alternate between these multiple cultures 
or exist between the different groups of black people (Shabalala, 2018) without losing a sense of self 
as a dual practitioner. Cultural hybridity has always been a way of life for most black South Africans, 
as they have had to adapt to different settings ranging from linguistic, cultural, educational, socio-
economic, and religious, whilst often diminishing or altering their cultural identity to ‘fit in’, be 
assimilated into, or advance themselves.   
I am aware that as a black psychologist I may experience a clash between my own traditional 
upbringing and the Western perspectives present in both my personal and professional contexts, and 
in a clinical setting with a patient. This could potentially complicate the process of patient diagnosis 
and treatment. This curiosity resulted in me wondering how individuals who trained as both clinical 
psychologists and traditional healers were able to navigate between these two spaces. I was 
simultaneously nervous and excited to meet the participants and listen to their stories. I was nervous 
because being a both a traditional healer and a clinical psychologist is rare and not something often 
discussed. In considering the context in which I work (a psychiatric hospital) as an intern 
psychologist, I am of the opinion that it is sometimes easier to conform to mainstream psychology 
than it is to actually challenge the notions that my colleagues have regarding their patients’ traditional 
beliefs and practices. Therefore I was uncertain as to whether this research topic would frustrate or 
excite the research participants. I was also excited because I had considered the study to be an 
opportunity to learn about how participants intersected these two positions that are assumed to be 
different. At the end of the interviews my excitement stemmed from the idea that both the participants 
were firm in their identities despite the confusion and pain they encountered in their journey to 
becoming practicing professionals in both disciplines.  
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5.3 The themes and discussion 
The following eight major themes with their corresponding sub-themes, highlighting the 
participants’ narratives, were extracted from the data analysis. These themes and sub-themes cut 
across both experiences of practicing in clinical psychology and traditional healing.  
1. The calling:  
a) inherited gift; and 
b) readiness. 
2. The training process:  
a) continuous ancestral-led training as opposed to on-going Western research; and  
b) an opportunity to learn about African psychology inside and outside a university 
setting.  
3. Scope of practice:  
a) limitations; and 
b) acceptance by other mental healthcare professionals. 
4. Colonisation of African cultures and belief systems:  
a) religion – Christianity; and 
b) lack of communal and familial support.  
5. Reaching a state of clarity: 
a) the pain of the experience – but where to go for help;  
b) the power of resilience and a sense of identity; and 
c) same objectives/different rituals. 
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6. Practical considerations:  
a) integration and collaboration; and 
b) putting the patient first by doing no harm.  
 
5.3.1 The calling  
For the participants, clinical psychology was a profession that they chose to pursue, but 
traditional healing was chosen for them by their ancestors (Ndlovu, 2016). Unlike their choice to 
become clinical psychologists, traditional healing was not a choice, but a gift from their ancestors. 
Kubeka (2016) agrees that the ancestors make the call into service. Zuma et al. (2016) state that a 
calling is a process that extends into accepting the call, and then training and graduating as a 
traditional healer. Being a traditional healer is a special gift, however it is not unusual within African 
belief systems. In the African belief system, ancestors are an integral part of African spirituality 
(Mangany & Buitendag, 2013). Recognising, appreciating, and serving ancestors is often achieved 
via various rituals, such as accepting the call (when called), slaughtering an animal chosen by the 
ancestors, burning imphepho (incense), or just having umsebenzi (a thanksgiving ceremony) 
(Mangany & Buitendag, 2013). Learning how to communicate with and serve the ancestors are tasks 
that characterise being a traditional healer.  
The participants were initially ambivalent about their callings as they initially considered the 
process to be stressful and painful. Zuma et al. (2016) describe how some parents rejected the gift of 
a calling as they did not wish their children to heed calling, as they feared that their children would 
be burdened by the responsibilities that accompany the calling. Even though the participants did not 
choose to become traditional healers, for them there was no rejecting the calling. When an individual 
is called to become a traditional healer, they are compelled to heed the calling. Kubeka (2016) 
describes this acceptance as a death of the old self and transformation into the new self, which is 
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achieved through rigorous training. Once the ancestors have chosen a mentor (a qualified traditional 
healer) for the chosen individual, they are compelled to undergo a training process under the strict 
supervision of this mentor.  This process leads to the rebirth of the individual (Kubeka, 2016). The 
traditional healer is often addressed as uGogo (grandmother) or uMkhulu (grandfather), depending 
on whether their ancestor is male or female (Kubeka, 2016; Thornton, 2009). 
5.3.1.1 Inherited gift 
Lerato reflected on establishing the origins of her gift. She reported that her father had initially 
alluded to her having the gift, and later during her initiation, she learned that her paternal grandmother 
was a traditional healer. 
“[My father] said to me that I have his mother's gift … and so from the 
family history .... which are the pieces of the puzzle that I have picked up during 
my initiation process and later on, was that my grandmother on my paternal 
grandmother was a traditional healer”. 
 
Mbali reported knowing that her background had deep ancestral roots and traditions, and she 
was aware that some of the members of her family were traditional healers. She believes that she had 
the calling since birth, however she “matured” into the calling until such a time when it became 
necessary to be intentional about the process. 
“I received it when I was born because I think with having a calling, you 
don't receive it at that time. It just matures into that time where now it shows itself. 
The gift has always been there, [from] when I was born, and it has always been a 
part of me. It's just that my ancestors were growing with me as I was growing, 
until I was ready to go through the process. So I found out when I like ... "Ok, I 
can see that I'm not like other people. Why am I dreaming of certain things" …so 
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kahle kahle [in actual fact], it evolved with time, but when I was 19 it became more 
prominent, then they started to show themselves that I need to go for the process”. 
The gift of traditional healing runs in families, and hence it is referred to as an inherited gift 
(Mlisa, 2009). However, not every family member is chosen to become a traditional healer. The 
participants reflected on how they had noticed from an early age that they were different from other 
children, including their siblings. Their ancestors had chosen to reveal themselves to the participants. 
Lerato only came to know about the presence of traditional healers in her family when manifested 
signs of the calling intensified.  Although Lerato was aware of sangomas’ existence, she revealed that 
she had never been advised that this gift was in the family. She only found this out when she was 
went through her own process during the first year of her clinical psychology studies. She recalled a 
particular conversation during which her father advised her that this gift came from her grandmother. 
Her symptoms intensified in her mid-30s, while Mbali experienced this late in her teens. Their 
ancestors dictated the timing of the manifestation of their gifts.  
Many believe that traditional healing is ancestrally guided, and therefore one’s connection to 
ancestors is of great significance (Lebaka, 2018). Rejecting an ancestors’ wishes could lead to adverse 
consequences for an individual, such as bad luck, various ailments, or simply general dissatisfaction 
with life (Iroegbu, 2010).  Both participants reflected on experiencing painful moments during which 
they did not fully understand the calling (Lerato), or the time when Mbali thought she could evade 
the calling. Lerato and Mbali shared their experiences of supernatural sicknesses and the emotions 
they experienced, which Zuma et al. (2016) describe as retributions for refusing to heed the call. To 
avoid this, Mbali’s family were required to carry out a ritual in which they called upon the ancestors 
to allow Mbali to at least complete her studies before undergoing her process. 
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5.3.1.2 Readiness 
The ancestors called the participants to take up the calling to become traditional healers. 
Lerato and Mbali agree that they were born with this gift, even though it manifested at different times 
in their lives. However, the timing was not ideal, especially for Mbali who was in her teens.  
“I found out when I was 19, and that's when … I would have dreams, and 
then in 2012 I was supposed to start ... my process. But my grandfather, my 
maternal grandfather [said], ‘No, this child needs to go studying, so what we can 
do is that we can have a ritual for her [to] ask the ancestors and appease them so 
that she doesn't get worse’”. 
Anyone embarking upon a career or even a vocation requires training specific to their 
career choice. Training into traditional healing depends on the ancestor’s calling and how they 
would like to guide the initiate. There is limited data or literature regarding one’s readiness 
for traditional healing training, and therefore the researcher has focused on the perceived 
readiness of entering a professional career, which in the context of this study refers to clinical 
psychology.   
Career readiness requires preparation and intentional study programmes, since most 
professional careers require a postgraduate degree (Chen-Hayes, Ockerman & Mason, 2016).  
According to Chen-Hayes et al. (2016), career readiness comprises three phases, namely: 
academic preparedness; interpersonal qualities; and career knowledge and competency.  
Academic preparedness refers to academic pre-requisites such as undergraduate degree as 
required. Interpersonal qualities refer to the soft skills required, such as resilience, drive, 
work-ethic, and persistence.  Career knowledge and competency is acquired through 
postgraduate programmes, as the discipline of clinical psychology requires additional 
practical skills or abilities that are not part of the academic curriculum.  
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Entry into the clinical psychology master’s programme requires all three components 
of readiness described above. Students undergo a rigorous selection process during which a 
combination of all three components is assessed. In clinical psychology, the most important 
qualities (apart from the academic abilities) are the soft skills, as these carry the student 
throughout the training. During the interview process the selection panel screens for personal 
characteristics such as the above-mentioned soft skills, academic strength, consistency, 
empathy, and the ability to reflect intellectually and emotionally (Kottler & Swartz, 2004). 
The panel also tends to seek out individuals who exhibit a capacity to acquire knowledge and 
psychological skills and are able to apply the theories and their skills to assist others (Mander, 
2004). In the debate about whether being a therapist is an inborn trait or whether it is learned, 
Wheeler (2002) promotes balance between the inherent character traits (soft skills) and a 
trainee’s determination to succeed in the training process. 
 
5.3.2 The training process  
In recent years, there has been a growing interest in the profession of psychology, which has 
resulted in an increasing number of student applications into the master’s programme (Booysen & 
Naidoo, 2016). Universities are limited in the number of students they can accept for master’s training 
per year (Pillay, Ahmed & Bawa, 2013). This makes entry into the first-year clinical psychology 
master’s training (M1) programme complex and emotionally and mentally challenging (Booysen & 
Naidoo, 2016). For some successful master’s candidates these challenges increase as they progress 
through their M1 (for some even M2) training, and for others the challenges and stresses continue 
into their internship programmes. For the researcher, this ‘rite of passage’ was a year of self-
discovery, as she experienced significant uncertainty that was marked by anxiety and doubt as to her 
capabilities of becoming a competent psychologist (Hayes, 2016; Kottler & Swartz, 2004).  
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Clinical psychology training varies between universities in terms of their academic and 
theoretical orientations and focus domains, however, there are some commonalities (Ahmed & Pillay, 
2004). All programmes are regulated by the HPCSA (2009), which follows the Western-based 
scientist-practitioner model (Pachana, Sofronoff, Scott & Helmes, 2011), and the programmes are 
assessed using university guidelines are stipulated by the HPCSA. 
5.3.2.1 Continuous ancestral-led training vs. on-going research 
Mbali discussed her training process and described how her ancestors had revealed whom 
they had chosen to be her mentor. She explained that when she met her gobela (spiritual mentor), it 
seemed as though she had always known him and that the thorough spiritual training her gobela 
provided was guided by her ancestors.  
“Being sent by my ancestors, it was a time when the process needed to 
happen and after ... I saw him, I was like, ‘Wait a minute, I've met this person’, 
and I met him when I was 12”. 
Mbali’s training involved everything that her ancestors wanted her to learn.  
“But we are trained in bones - if ever your ancestors use[d] bones; you 
are trained in water if your ancestors use[d] water; you are trained imithi 
[medicine] if your ancestors were using imithi [medicine]. You are trained in the 
rituals that need to happen…so those are the things that you trained in. Anything 
that was used by your ancestors, you are trained in that, and how they work”. 
By the time Lerato commenced with training, her connection with her ancestors had matured 
and she was taught what they wanted her to learn at the time.  
“When I went for training, idlozi remember be se le khulile [my ancestor 
had matured within me] so mangi fika la pha ya [so when I arrived for my 
training] - I already knew how u ku gida [dance], already be se ku phume umNdau 
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- igama bese li phumile [my water ancestor had identified themselves and told me 
their name], so when I went there, it was just for me to be guided by someone, to 
be just taken through the process [correctly]”. 
Lerato added:  
“The period that you spend with your trainer is not the beginning of the 
end of your initiation; it's just for rituals. Otherwise the whole process, the 
spiritual growth continues”.  
The two participants experienced different training processes. Their traditional healer 
training was initiated by their ancestors and thus more spiritually led. In traditional healing 
the ancestors guide the initiate through a mentor or gobela. Mbali stated that her ancestors 
dictated her training programme. She learned everything that her ancestors felt was necessary 
for her to know. Her training process was specifically tailored for her by her ancestors and 
differed from other initiates’ training processes (including Lerato’s) (Mensele, 2011).  
The similarities the participants shared were the overlap in training programmes. For 
both participants, the intensification of the signs/symptoms of the calling occurred during their 
M1 training. In addition to symptoms experienced during their calling, the pressures of their 
M1 clinical programme resulted in both of them feeling their stress was exacerbated. Wreford 
(2007) refers to hothwasa as a process that involves experiencing various situations, 
tribulations, and torments that lead to the initiate connecting with their ancestors and the 
spiritual realm.   
The participants had to contend with the pressures of M1 and internship training as 
well as the psychic signs and symptoms that they neither understood nor knew how to manage. 
They reflected on their extraordinary, unfamiliar, and unexpected experiences. Lerato could 
hear her classmates’ thoughts and her ancestors speaking to her during lectures. This terrified 
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and confused her. Mbali related her supervisor’s advice that she take a break from her studies 
and focus purely on traditional healing training. Given the difficulty and then honour of 
actually being accepted into the M1 programme, any notion of quitting the course were just 
not a consideration for Lerato and Mbali. Both participants reflected on how being a 
traditional healer is an on-going process even though it took them a certain period to complete; 
they are still learning from their ancestors, and during times of uncertainty they still have their 
gobelas (spiritual mentors) guiding and advising them.    
5.3.2.2 Creating an opportunity to learn about African psychology in and outside a 
university setting 
Mbali described how studies of indigenous knowledge systems are lacking in the clinical 
psychology curriculum currently taught at universities. She proposed that African psychology lessons 
should not be limited to a university setting only, but should be accessibly by communities at large.  
“African psychology–I think they just need to consider it more. Open doors 
for it. I'm doing a few lectures in universities, hospitals, and all of that - but to 
open those doors, and not just for it to be just a one-time thing. Like when you’re 
having a tour in Soweto not to go to Vilakazi street or Chaf Pozi [the popular 
tourist hotspots in Soweto,] but visit places that are more real, and we’re not 
saying those ones are not real, they are in their own way, but I feel like there's so 
much deepness in Soweto that is being missed out - or in other townships that is 
being missed out”. 
I was honoured when the participants stated that the interviews they were having with 
the researcher would be the last interviews they would give in which they would discuss the 
topic of traditional healing. This indicated their frustration in terms of how they believe 
scholars view traditional healers. The source of Lerato’s frustration lay in her inability to 
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determine what happens after the research process–what contribution does it make? A 
question that also bothered the researcher.  
Mbali answered this question to some extent when she discussed creating 
opportunities to learn more about African psychology. Mbali highlighted the gaps that various 
scholars have raised regarding the lack of indigenous knowledge systems in South African 
university curricula (Chitindingu & Mkhize 2016; Kiguwa & Segalo, 2018). Highlighting the 
gaps in South African curricula has resulted in increased calls towards decolonising 
knowledge in South African universities (Mbembe, 2015). Mbali believes disseminating this 
knowledge should not be limited to a university setting, but that opportunities to learn must 
be created in all sectors, including townships and tourist hotspots. 
 
5.3.3 The scope of practice 
Clinical psychology regulatory bodies are different to those of traditional healers.  Clinical 
psychology is regulated by the HPCSA, which stipulates that clinical psychologists abide by strict 
ethical principles and the HPCSA’s scope of practice. The South African THP’s  Act No. 22 of 2007 
regulates traditional healers, however, this has been a contentious issue, as most healers believe that  
beliefs cannot be regulated (Tshehla, 2015).   
The participants reflected on the regulations stipulated by the HPCSA, which include the 
scope of practice and the ethics that all clinical psychologists expected to adhere to.  
The scope of practice aims to facilitate a smooth interaction between clinician and patient, 
however, the participants stated that the scope of practices sometimes acts as a hindrance when they 
are practicing as traditional healers. The scope of practice challenges that the participants experience 
in their practices concern ethical boundaries, which they consider to be too restrictive for the 
clinicians who are also healers. Western ideologies inform ethics and guiding principles and thus 
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exclude the African way of doing, and this discourages the integration of both traditional and Western 
healing practices. Lerato has experienced a demand for black clinical psychologists from the black 
patient population as they seek out clinicians who have a better understanding of their cultural 
context. 
5.3.3.1 Limitations 
Mbali felt that there was a time where she had to set boundaries for her ancestors.  
“I had to put a part of me outside, and when I decided to bring that in, I 
could even see the difference in rapport and all of that. Even with my own 
ancestors, [because] it felt like most of the time, I needed to have boundaries with 
my ancestors. And even with my patients, I am very open - some people come to 
my practice knowing that I'm a psychologist and a traditional healer. I still stick 
to the scope of practice, but if someone says to me, ‘I think I have this gift’, and 
then if ever I see that this person has this gift, I would actually say ‘Have you ever 
consulted differently?’, and then it gives them the idea. And sometimes what my 
ancestors would say to me when I'm in a session, and because of oh scope of 
practice, [the] HPCSA, then I have to ... ask it as a question, and it's so surprising. 
That's why I always say that the spirituality part ... is such a big thing because 
sometimes my ancestors would tell me something and the patients would say 
something similar”. 
Lerato discussed her feelings during a patient consultation.   
“Like wena, for example, if you've seen a patient and ... let's say your 
patient had a stomach ache and you are left with that stomach ache. I'm sure your 
boundaries would be questioned … why are they so porous that you'll take another 
person's illness. So we know as Africans that it is possible ... because we are one. 
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Our belief systems are deeper than the Western ones. In fact, if you can't feel it, 
it’s like yho a ku na buntu [there is no humanity] - you can watch an accident or 
an ill person and not feel anything and walk away. You have lost your humanness 
– you’re supposed to be able to feel another person. So what the traditional 
healers are experiencing, is not unique to traditional healers. So then if you can't 
feel it, what is wrong with you?” 
In social settings, boundaries define the nature and roles of relationships between people 
(Llewelyn & Gardner, 2009).  In a therapeutic clinical context, boundaries are often used to contain 
the professional relationship between clinicians and patients. Boundaries stipulated in the psychology 
scope of practice are closely associated with the ethical considerations that clinicians are expected to 
follow. Accepting these boundaries indicates that clinicians acknowledge that there are limitations to 
the roles that they inhibit (Llewelyn & Gardner, 2009). These limitations protect patients and 
clinicians. As in with the scope of practice, one of the main objectives of the THPs Act 22 of 2007 
(THP) is to provide a regulatory framework that ensures the efficacy, safety, and quality of traditional 
health care services.  
Guiding regulations from both clinical psychology and traditional healing are in place to 
ensure the safety of both patient and practitioner. However, participants expressed that the HPCSA’s 
scope of practice’s limitations had a negative impact on clinician-patient relationships.  These 
negative effects included: building rapport with a patient; choosing between clinical inclination and 
intuition in a session; and recognising clinician-patient boundaries. During their interviews, both 
participants expressed concern that a professional scope of practice can alienate and pathologise 
patients. For example, Lerato felt that as a traditional healer it is acceptable to experience certain 
feelings before or after meeting with a patient, whereas in clinical psychology it is only acceptable to 
a certain degree. Lerato stated that if a clinical psychologist admitted to experiencing the same 
somatic complaints your patient admitted to in a session, clinician-patient boundaries would be 
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questioned. However, such feelings are accepted and expected in the African belief system. Lerato 
expressed that to her this is what makes us human. 
In addition to the effect of boundaries on her patient, Mbali reflected on the impact that the 
scope of practice has on her connection with her ancestors. For her, abiding to the HPCSA’s 
guidelines as a clinical psychologist results in her having to subdue an integral part of herself, which 
feels like a betrayal of who she innately is and a betrayal of her ancestors. However, after years of 
training and practice she has realised that her ancestors are an integral part of her, and therefore in 
order to be fully present in a session, she allows Mbali the clinical psychologist and Mbali the 
traditional healer to co-exist. 
5.3.3.2 Acceptance by other mental healthcare professionals 
Lerato believes that there is very little acceptance of traditional healers, particularly by clinical 
psychologists and other mental healthcare professionals.  
“As long as we still have those ethics and code of conduct, written [by] I 
don't know who ... there’s no acceptance sisi [sister], and that is why we not 
integrating our practices. You have to make sure you comply. And what is sad is 
that patients are asking for it. More and more patients say to me ... because I'm 
not advertising, even if you go online and check my practice, there is nowhere I 
mention being a traditional healer. Not unless a person sees other posts or 
interviews I have done, but then they will come to me and say ‘I'm looking for a 
black psychologist because I want to speak to someone who understands my 
culture’. It saddens me. Because it does not mean because I'm black, I will 
understand your culture”. 
However, Mbali believes that people are starting to accept traditional healers/healing. Not 
only patients but other professionals as well. Mbali concurs with Lerato that people are beginning to 
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request the integration of these disciplines, but there are limited places and spaces in which people 
might feel safe enough to explore this.  
“Yes! I think there [are] people who are hungry for it–people want to know 
more about traditional healing because we do get those patients, and despite that, 
I've had professionals that would like to know themselves as spiritual beings, but 
I feel like there is not enough training in universities when it comes to that. I think 
there's deprivation.... I know Medunsa is doing a lot of that work now and it’s 
excellent, but there's a lot of deprivation when it comes to that”. 
In SA patients often use traditional and Western health services simultaneously (Ross & 
Deverell, 2004; van Rensburg, 2012).  In some cases, a patient chooses one over the other, according 
to their belief system. South Africans seek out traditional healers for a variety of illness, ranging from 
physical to spiritual issues (Ramgoon, Dalasile, Paruk & Patel, 2011). Lerato concurred with the 
above, stating that her patients sought her out because they believed that she was uniquely placed to 
understand their issues and their cultural context as well has having sound clinical insights.  
There are conflicting views concerning the place that traditional healing has in mainstream 
health care. Some people advocate for the inclusion of traditional healing into the mainstream primary 
health care system (Eggertson, 2015; Hlabano, 2013; Sivhaga, Hlabano & Odhiambo, 2012; van der 
Merwe, 2019; Zabow, 2007), whilst others fervently oppose the inclusion of traditional healing and 
consider it a hindrance in mainstream health care (Louw & Duvenhage, 2016). The WHO has 
recognised the positive impact that traditional healing has on communities in terms of treatment 
efficacy in those who believe (Mokgobi. 2014) and in reducing disparities within healthcare services 
(Struthers, Eschiti & Patchell, 2004). A change in perceptions regarding the traditional healing system 
has been observed in Western-trained health practitioners who are trying to understand and learn 
about their patient’s context (Mokgobi, 2014). Research into African health care also plays a role in 
expanding African/indigenous knowledge systems, which has resulted in trials of both either formal 
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or informal collaboration between traditional healers and Western trained health practitioners 
(Eggerston, 2015; Mokgobi, 2014). 
 
5.3.4 The colonisation of African cultures and belief systems 
Maldonado-Torres (2016) presents ‘coloniality’ and ‘decoloniality’ as new terms that focus 
on understanding modernity in the current context, using these terms instead of ‘colonialism’ and 
‘decolonisation’, as these terms are considered to represent past realities or historical episodes. 
Coloniality has been prevalent in the modernisation of African countries leading to sustained racial 
structures in many countries, including SA (Grosfoguel, 2011). The ramifications of colonialism are 
evident in various contexts ranging from education, socio-economic status, religion, and culture 
(Ocheni & Nwanko, 2012).  
African spirituality has traditionally been used to explain and understand everything about the 
world. According to African belief systems, illness was considered to be a product of disharmony in 
an individual’s relationship with their ancestors (van der Walt, 2003). African spirituality focuses on 
cosmologies that seek to explain the universe’s origins and physical and metaphysical ways of living 
(Wane, Manyimo & Ritskes, 2011). The colonisation of Africa resulted in the successful disregard 
and suppression of the African way of being and shifting acceptance of the Western way of being and 
doing (Ocheni & Nwankwo, 2012). 
5.3.4.1 Religion 
The participants discussed how their perceptions of traditional healers were influenced by 
their familial contexts and upbringing. In the case of Lerato, her Christian upbringing did not allow 
for interaction with traditional healing.  
“It’s a lack of knowledge–so I do forgive my people. It’s lack of 
knowledge; there's colonialism, there's Christianity ... so I have a lot of empathy 
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for those people, because I was them not so long ago...not so long ago I was like 
‘I don't believe in those things!’” 
Lerato recalled with humour how formed perceptions instilled the fear of sangomas into her 
family members when they witnessed her strange behaviour. 
“Bona singa bantu ba se Sabatha [look, we are the people of the Sabbath], 
we don't know this (chuckling and pointing to her cousin), she also used to be 
scared. So they used to be scared, like my sisters, they would run away 
sometimes”. 
Maldonado-Torres (2016) presents ‘coloniality’ and ‘decoloniality’ as new terms that focus 
on understanding modernity in the current context, using these terms instead of ‘colonialism’ and 
‘decolonisation’, as these terms are considered to represent past realities or historical episodes. 
Coloniality has been prevalent in the modernisation of African countries leading to sustained racial 
structures in many countries, including SA (Grosfoguel, 2011). The ramifications of colonialism are 
evident in various contexts ranging from education, socio-economic status, religion, and culture 
(Ocheni & Nwanko, 2012).  
African spirituality has traditionally been used to explain and understand everything about the 
world. According to African belief systems, illness was considered to be a product of disharmony in 
an individual’s relationship with their ancestors (van der Walt, 2003). African spirituality focuses on 
cosmologies that seek to explain the universe’s origins and physical and metaphysical ways of living 
(Wane, Manyimo & Ritskes, 2011). The colonisation of Africa resulted in the successful disregard 
and suppression of the African way of being and shifting acceptance of the Western way of being and 
doing (Ocheni & Nwankwo, 2012). 
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5.3.4.2 Lack of communal and familial support 
Lack of communal and familial support was a strong aspect of her Christian upbringing. She 
reflected on how some Christian churches are unequivocal in using the Bible to ensure that individuals 
perceive traditional healing as a sin. 
“Ja [yes]! Definitely! I mean people would read scriptures from the Bible 
you know that say you should not consult seers and whatever, whatever and yes 
this is me” [people read Bible scriptures that warn them against consulting with 
seers and all of that, but I don’t care anymore because this is my identity!] 
Since participants both admitted that they considered their callings to be gifts from their 
ancestors, it is logical to question why her family discouraged Lerato’s calling when she was younger. 
Lerato was only informed of her grandmothers’ roles traditional healers when she herself experienced 
her process. She reflected on how there was a lack of spousal support for both her grandmothers to 
the extent that when faced with their processes, they converted to Christianity.  
“I had picked up during my initiation process and later on, that my 
grandmother (my paternal grandmother) was a traditional healer, but she 
converted to Christianity and stopped being a traditional healer. Actually, she 
didn't fully complete the training itself, and the same thing happened on the 
maternal side. My maternal grandmother is also a traditional healer who didn't 
complete her training, and for both of them the major reason ... for them not 
[completing] their training was the lack of support from their spouses”. 
Mbali had a different experience. She was aware of sangomas and consulting them was never 
considered strange. It was her own observations of sangomas that led her to believe that they were 
different. At a young age she considered sangomas to be weird and the young Mbali had no inclination 
to become a traditional healer.  
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“…but it was a fear of ‘this person looks strange!’, cause when you [go] 
through your process, unebomvu ekhanda [red clay paste that is smothered all 
over one’s head] and all of that, you do look weird, and a person can see you from 
a distance that kahle kahle lomuntu lo akekho right [that this person is not okay] 
in some way or you different from the rest of us ... uhamba nge’nyawo [you’re 
walking barefoot], ugcobise ibomvu [you have red clay4 smeared all over you], 
and then nobuhlalu [as well as beads], sometimes it was a whole lot of things 
...inyongo ekhanda [an animal’s gall on your head]. Like what's really happening 
with this person? So it was that, and also another thing is yhoo bathi izangoma 
zitshelana iindaba zakho, so angifunu okwazi iindaba zam [and they say 
sangomas tell you your business–unprovoked–I don’t want to know my business5] 
... it was also that! Ukuthi, angifuni ukwazi iindaba zam – ngiyasaba [I don’t want 
to be told my business, I’m scared]”.  
Fear of what is unknown and misunderstood results in families and communities’ 
incorrect perceptions of traditional healers, and as a result there is very little familial and 
communal support for traditional healers. Zuma et al. (2016) note that most parents do not 
want their children to become traditional healers. Those who attend traditional healer 
ceremonies mainly do so out of curiosity (Shabalala, 2012) rather than out of support, and this 
was true for both participants. Their own perceptions of traditional healing was informed by 
their childhood experiences. Lerato’s perception of traditional healing was formed by their 
childhood religious orientation. According to some religions, mere consultation with a 
 
4 Red clay is often mixed with water and women, especially those that work on farms, use it on 
their face as a way to protect them from the sun. It is also used for traditional ceremonies – mostly by people 
belonging to the Nguni tribe (https://www.cosmopolitan.co.za/beauty/cosmo-celebrates-the-beauty-of-
cultural-appreciation/) 
5 Traditional healers are able to clairvoyantly read and tell people what they see; almost 
impulsively. This is often done from a brief encounter. 
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traditional healer is regarded as sinful, and thus, is not encouraged or respected by some 
religions and individuals (White, 2015).  
Engaging in traditional practices was a common experience in Mbali’s family. 
However, her fears resulted from her interaction with sangomas during her childhood. If is 
often such fears that lead to a lack of family support for those who are going through their 
calling. Some researchers observe that families are reluctant to give support to family 
members that are called by ancestors (Zuma et al., 2016). Traditional healers are typically 
associated with having strange beliefs, physical appearance, and behaviours (Booi, 2004; 
Kubeka, 2016; Shabalala, 2012; Wreford, 2007). The problem with these assumptions is that 
they perpetuate fear within communities, and in some cases, are the cause of violence towards 
traditional healers. Individuals need to learn to make distinctions between traditional healers 
and witches or the practice of witchcraft. Witches are individuals who engage in causing harm 
and misfortune, while traditional healers heal those afflicted (Turner & Schlee 2017). 
 
5.3.5 Reaching a state of clarity 
This study has confirmed that a call to become a traditional healer is a gift passed down to the 
participants by their ancestors. Additionally, the participants confirmed that their ancestors chose 
when and how their gifts manifested. The participants reflected that this was a particularly difficult 
aspect of the ancestral call.  
Clinical psychologists are trained to look at the signs and symptoms of the disorder or the 
problem during patient diagnosis. However, the term ‘symptomology’ does not adequately describe 
the process that the participants experienced. Wreford (2007) agrees that the process of traditional 
healing is often signalled by an illness associated with the calling.  
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The manifestation of the calling can manifest in various ways. Some people experience fear, 
anxiety, confusion, hallucinations, delusions, depression-like symptoms, aggression, and/or physical 
illnesses (Booi, 2007; Mokgobi, 2014; Wreford, 2007). One of the most common signs of ukuthwasa, 
are dreams and visions (Mnyandi, 2018). Available literature indicates that there are no differences 
between the main symptoms of psychosis as defined by the Diagnostic and Statistical Manual (DSM) 
and ukuthwasa signs and symptoms (Bomoyi, 2011), and therefore these symptoms are often 
confused with psychosis (Kubeka, 2016).  Bearing in mind that the participants in this study are 
qualified clinical psychologists, when Lerato manifested with signs of the calling, she viewed them 
from a clinical perspective. The confused her, because at the time it appeared as though she met most 
of the diagnostic criteria listed in the DSM-4. She felt helpless because none of the medical 
professionals knew how to help her, and at the time, she never considered consulting a sangoma 
because they did not form part of her belief system. She reflected on the physical pain, confusion, 
and helplessness she experienced, and not knowing where to seek help. Lerato’s reflections refute the 
Wreford’s (2007) assertion that being black renders one an expert on sangomas; that being black 
automatically enables one to recognise signs of the calling.  For Lerato, it was only years later, long 
after her process, that she was able to associate the signs with descriptors such as “something else”, 
“deeper” and “intense”. 
5.3.5.1 The pain of it all but where do I go for help? 
“It was tough - it was painful! Even today when I think about it, it makes 
me so sad. It was painful, and what hurts me most is that nobody could help me. 
You go to a psychologist ... because I was seeing a therapist ... I wasn't getting 
help there. I saw a GP; no help. I spoke to a psychiatrist (the one that I was 
referred to, a few years ago) and he said, ‘I don't know what's going on, but I am 
a psychiatrist and because I'm a psychiatrist - I'm going to say that you have 
anxiety! But I must tell you this is odd!’ So no help, no medication - nothing. I had 
to go through it. And because at the time I did not know these were symptoms of a 
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calling, I didn't consult a sangoma. ...I was raised as a Christian right, and I'm 
educated, why would I go to a sangoma?” 
Mbali described the extraordinary things that she experienced. She reflected on not being able 
to physically get up from a couch at certain hours of the day. She talked about the pain of not being 
able to shake feelings of uncertainty. She received no help from her doctor while experiencing these 
strange sensations, emotions, and events. 
“I went to the doctor and the doctor [said] ‘There's nothing ... there is 
nothing, and you can imagine [the] uncertainty of sitting with that, of someone 
telling you that actually there's nothing that is happening [to] you but you’re 
feeling so sick… I was not sleeping. So from 3 a.m. I would be up. I would have 
body pains ngathi kukhona umuntu bekengishaya [it felt as though someone had 
beaten me up]; my back would become very heavy and my abdominal cramps 
would be like I'm having periods, but I knew that wasn't the time ... I would have 
back pains and then my legs would get swollen. I knew from 5 p.m. I [wouldn't] 
be able to walk until the next morning”. 
In Western healthcare, the approach to mental health or disorders relies on diagnosis 
(Ramugondo, 2017), where the aetiology of an illness is attributed to experiences and events 
in a patient’s life and their impact. When Lerato discussed the symptoms of her calling, she 
described her feelings of hopelessness and helplessness. She consulted with a general 
practitioner who referred her to a psychiatrist and yet she was unable to realise any pain relief. 
None of the medical doctors understood her symptoms. This is a common occurrence for those 
going through their traditional healer process (van der Merwe, 2019).  
A calling can manifest through a certain illness that closely resemble symptoms of 
mental disorders such as psychosis, schizophrenia, and even depression (Mokgobi, 2014). For 
an individual to confirm that their ancestors are calling them, it is necessary to consult a 
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traditional healer (Mokgobi, 2014). The powers that have been bestowed upon traditional 
healers enable them to distinguish whether or not the individual’s illness is due to an ancestral 
calling and to establish what needs to be done to help relieve this pain (Ndlovu, 2016). 
Collaboration between traditional healers and psychologists can assist in the treatment of 
symptoms swiftly, thus reducing patient fear and pain.   
 
5.3.5.2 Power of resilience and knowing who I am 
Despite the stress that accompanies heeding the call to become a traditional healer, the 
participants reflected on the internal changes they experienced when they accepted their callings; the 
peace that intrapersonal acceptance brought.  
For Lerato it was less a case of whether traditional healing was accepted by others, but rather 
about how content she felt when she accepted herself.  
“My biggest struggle was for me to accept me. To understand myself. To 
build a new identity. When I did that I stopped caring. I never cared ... because I 
was fighting for my own sanity”. 
Whilst Mbali reflected on the grounding that her spirituality and her connection to her 
ancestors provides.  
“Mina [I] for me it has become such an amazing thing because it reminds 
me that I am a spiritual being and when I sit here [in] my chair, I am grounded in 
this chair because I am a spiritual being. The traditional part I like ... because I 
can just be fully myself. I feel like I ngingabema isnuif [can take snuff] when I'm 
busy with a consultation with someone. I can just be me. I sit on the floor where I 
feel so [grounded] ... and it reminds me of how spiritually grounded I am. Ngishisa 
imphepho [I could burn incense] and imphepho [incense] has this thing where I 
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feel like everything is right. The smells make me feel alright, and it also reminds 
me of [how connected I am to nature]. I'm connected to so many things, and I feel 
so whole in that”. 
Mbali further elaborated:  
“Definitely spiritual. Spiritual is me; psychology is my career. Spiritual is 
me. I am a traditional healer before I'm a psychologist. I carry my ancestors 
before I carry my patients, so definitely, because that also feeds me–that's my safe 
space. That's a space that I go back to after I've seen my clinical patients ... so 
definitely spiritual”.  
Resilience is an individual’s ability to adapt positively to situations experienced during 
challenging and hard times, and being able to maintain good mental health during the process 
(Herrman, Stewart, Diaz-Granados, Berger, Jackson & Yuen 2011). In psychology, resilience 
is closely linked to the theory of positive psychology, which considers the self-generation of 
positive emotions, particularly times of adversity. In a psychological evaluation and 
formulation of an illness, resilience is considered to be the quality within the protective factors 
that are likely to improve treatment outcomes (Graber, Pichon & Carabine, 2015). Limited 
data exists in relation to resilience during the process of training as a traditional healer. 
Resilience is also the quality required during training as a clinical psychologist.  
The participants shared the hardships they faced during their M1 training. The 
pressures of their calling augmented these hardships. Mbali described how her supervisor 
suggested taking a break from her studies to focus on her ukuthwasa process. However, this 
was not an option for her and she was determined to go through both processes 
simultaneously. In support of this, Kottler and Swartz (2004) observe that a delicate individual 
who is at odds with themselves will struggle to cope with the pressures of identity formation 
during their clinical psychology training. 
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In a discussion on identity issues, Neary (2014) explores exactly what professional 
identity is, and how difficult it can be for career practitioners to best express who they are and 
what they do. Identity is a complex issue, and the answers as to who are and what we do 
depend on who is asking, as well as the context in which they are asking (Neary, 2014).  In 
terms of professional identity, it may be more difficult to achieve if an individual has dual 
professional identities (Barnard, 2017) that are considered to be the extreme opposite of each 
other–such as clinical psychologists and traditional healers.  
In the context of this research, what does being a traditional healer and clinical 
psychologist mean for the participants? Mbali focused on the grounding and the peace that 
traditional healing gave her, whilst Lerato described how her own acceptance led her to 
contentment. The researcher was able to establish that both study participants grappled with 
identity issues, particularly in the spaces that they occupy. Their identity confusion was most 
prevalent during experienced moments of ambivalence, pain, and confusion. However, it was 
during their training processes as both traditional healers and clinical psychologists that they 
were able to integrate parts of themselves and allow them to co-exist.  
For both participants it is no longer a question of constructing their identities, but a 
case of fitting their profession (what they do), which is clinical psychology, into who they are, 
that is their calling as traditional healers. 
 
5.3.5.3 Same objectives/different goals.  
From Lerato’s perspective, there were similarities than differences between clinical 
psychology and traditional healing.  
“There are many similarities, and when I say they are the same I mean, 
[they’re] the same ... what differs [are the] words. It's the understanding and the 
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practice–ja. But a traditional healer does everything the psychologist does and 
more”. 
When asked what follows after a therapeutic alliance has been established, Lerato said:  
“And then I will always ask my patients ‘What do you think is going on?’ 
just to get their understanding of their own illness, and they explain [it] to me in 
their own words”. 
The participants agreed that the main objective shared by clinical psychology and traditional 
healing is the holistic healing of an individual by following rituals guided by either clinical judgement 
or by ancestors.  
“Human connection, healing - I think they both have rituals as well...CBT 
(Cognitive-behaviour therapy), exposure therapy... that's a ritual - I'm trained 
psycho-dynamically and even psycho-dynamically - in order to be able to look at 
projections and things like that, even in this space - it's just that in a traditional 
space, the projections you even see them in advance - but that happens now in the 
practice where I'll be feeling anxious and I know that I'm getting an anxious 
patient or I'll be seeing someone's daughter and I'll know this grief patient is 
coming”. 
Lerato also emphasised that both practices consider the role of harmony in patients’ 
relationships.   
“To help them understand the conflict that they have within and with their 
family – [you do] the same thing that you'd do as a clinical psychologist, no 
difference”. 
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The participants compared the practical differences and similarities that they 
experience as both clinical psychologists and traditional healers.  
For them, the main objectives in practice are to assess, diagnose, and offer treatment 
interventions for their patients as either a clinical psychologist or a traditional healer. The 
participants agree that the roles of a clinical psychologist and that of a traditional healer are 
similar. They both focus of assessing and treating the patient. This is achieved by looking at 
the harmony or disharmony in the patients’ relationships. A clinical psychologist considers 
both the intrapersonal (relationship with the self) and the interpersonal (relationship with the 
other) (van der Walt, 2003). For traditional healers, the focus extends into the relationships 
with or disconnects from the ancestors (Kubeka, 2016; van der Walt, 2003).  
 
The methods of assessment and treatment between clinical psychology and traditional 
healing may differ. In traditional healing, tools such as bones, water, the Bible can be used, 
depending on the healer’s ancestor’s preferences and the healer’s training (de Andrade & 
Ross, 2005; Edwards et al., 2009). These two healing practices may differ in their diagnoses, 
assessments, and treatment interventions. However, both participants agree that one of the 
commonalities between these two practices concerns the connection between the clinician and 
the patient. In traditional healing this connection further extends to the ancestors of both healer 
and patient. In traditional healing, all human action and interaction are embedded in cultural 
contexts in which attitudes, values, customs, and rituals play an important role. 
 
5.3.6 Practical considerations 
Research shows that individuals need to be listened to and understood by people who 
genuinely care about their wellbeing (Castelnuovo, 2017), which is why some patients prefer to 
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consult psychologists as these professionals provide the space and opportunity for patients to express 
themselves (Angermeyer, van der Auwera, Carta & Schomerus, 2017). Psychologists have the 
advantage of being consulted over other mental health practitioners as they practise interactive 
communication and are empathetic to their patients (Maj, 2014).  
An individual who is both a clinical psychologist and a traditional healer is in a unique 
position to better assist their patients, particularly because they are able to forge a connection with 
their patients, better known as a therapeutic alliance.  
A therapeutic alliance encourages positive changes in a psychotherapy setting as it fosters a 
trusting and collaborative relationship between therapist and patient (Lambert, 2016). In a clinical 
context, a therapeutic alliance enhances the practitioner-patient engagement and fosters a mutually 
agreeable relationship between them (Glass & Lenonard, 2003). This is typically achieved by 
engaging using language that is preferred by the patient (where possible), or by using culturally 
specific phrases to enhance understanding and clarity of shared content.  
The participants stated that traditional healing added holistic and spiritual elements to their 
consulting space, such as the concept of Ubuntu (humanness), which may sometimes be lacking in a 
clinical space. Discussions of spiritual and cultural aspects can be used to enhance the healer-patient 
connections, especially in stress associated with mental illness (Maura & Weisman de Mamani, 
2017).  Thus a discussion relating to cultural beliefs was prudent in order to assess how such factors 
could influence a patient’s mental illness, symptoms, and help-seeking behaviours. 
Lerato described how the next step was for clinicians to fully understand their patient, and 
this can be achieved not by acting as an expert on a patient’s life or illness, but by allowing a patient 
to tell their own story. 
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5.3.6.1 Integration and collaboration 
Both participants felt that there is a synergy between Western interventions and traditional 
healing. Lerato was confident that her journey through traditional healing revealed the possibility of 
collaboration between the two disciplines.   
“...Because of the intensity of the symptoms, the person is most likely to go 
to the psychiatrist because the symptoms are so overwhelming; visions are so 
overwhelming. Because at the end of the day, you are expected to wake up in the 
morning and go to work. You are a mother; you are supposed to function in this 
world. So yes, medication can contain you. So a person can be taken to the 
psychiatrist so that the person can be contained. That is why integration is 
important. Just because a person is going to a psychiatrist, it does not necessarily 
mean this person has no understanding of their condition. And the two can co-
exist in an individual. A person can become mentally ill. If you think about all the 
symptoms that I explained to you, I'm sure you can see that it is so easy to cross 
that line due to stress. And we all know that any form of severe stress can trigger 
mental illness”.  
Mbali agrees that these practices can co-exist.  
 “Yes, psychiatrists, psychologists, traditional healers”.  
The WHO states that a well-functioning health system is characterised by its response to a 
population’s needs. The most appropriate response when dealing with patients would be to balance 
the needs of the expectations of individuals, families, and communities (de la Porte, 2016).   
Merging traditional and Western perspectives on illness can lead to an integrated approach 
for treating patients, such as a patient-centred initiative.  
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Patient-centred care is identified as one of the approaches that could provide equitable care to 
individuals as it allows them to participate in decisions affecting their health system and health care 
(Carey, 2016). Instead of promoting the practitioner as an expert in the patient’s life, it promotes 
collaboration between practitioner and patient.  The patient-centred approach seeks to provide 
treatment and care that is respectful and responsive to the values, preferences, and needs of individual 
patients (Carey, 2016), and this facilitates a treatment process that is guided by a patient’s unique 
values.  
In the South African context, patient-centred care is driven by the philosophy of 
Ubuntu/Botho. The philosophical underpinnings of Ubuntu/Botho are that Ubuntu unites African 
communities (Taylor, 2014). Ubuntu is practiced as a moral concept throughout different African 
cultures (Murithi, 2009). The basic tenet of Ubuntu is humanism, which further extends to the 
relationship between people and how these relationships ought to be conducted (Taylor, 2014; Yeates 
& Schmidt, 2018). Aligning patient treatment to Ubuntu would encourage the clinician to be 
cognisant of their connectedness to the patient and elicit compassion, respect, humanity, and empathy 
towards the patient (Yeates & Schmidt, 2018).  Edwards, Makunga, Ngcobo & Dhlomo (2004) attest 
to the importance of incorporating Ubuntu in psychological and therapeutic frameworks with patients, 
as this promotes good mental health, given its rich humanness and universally applicable principles. 
According to Lerato and Mbali, this is the connectedness that their patients are seeking. This is a 
basic principle of traditional healing that the participants were able to incorporate into their clinical 
psychology training. This connectedness and Africanism is what makes them unique practitioners 
and appealing to their patients. 
 
5.3.6.2 Putting patients first by doing no harm 
Whilst both participants reflected on the limitations and boundaries stipulated by clinical 
psychology’s scope of practice and ethical guidelines, they also described similar ethical 
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considerations between the two healing practices. Mbali discussed learning how to create a safe 
patient environment learned in both her clinical and traditional healer training. By incorporating these 
values in both practices, she ensures that her patients feel safe.   
“In my traditional practice, I can be both–I can be a psychologist and a 
traditional healer, because I cannot just say ‘Your ancestors are saying this’ and 
just leave the person like that, and because of my training, I am able to contain 
the person, so that even when they leave the space, they leave the space feeling 
contained”. 
Clinical psychologists are bound by the HPCSA’s professional scope of practice. One 
of the ethical considerations is that a psychologist ensures that the patient/client they work 
with are not harmed in any way (HPCSA, 2004). The practitioner must take all necessary 
steps to avoid any harm to the patient/client. Harming patients/clients may include failure to 
observe confidentiality, victimisation, or coercing a patient.  
Psychologists are obliged to uphold patient rights by safe-guarding their rights and 
welfare. Psychologists must constantly be mindful of their impact on their relationship with 
their patient. This requires constant reflection on the part of the psychologist in terms of race, 
gender, ethnicity, religious, and cultural differences between themselves and their patients to 
avoid abusing of their sphere of influence (American Psychological Association (APA), 
2010). 
5.4 Conclusion 
From the emerging themes, it is evident that the process of becoming a traditional healer was 
not an easy process for either Lerato or Mbali. Following careers in clinical psychology was a result 
of choices they made. However, not much of a choice was given to them in terms of becoming a 
traditional healer. Although they walked similar journeys, the data indicates that their specific 
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experiences were unique. Lerato and Mbali were raised in different familial and religious 
circumstances, and received their callings at different ages. Their gifts manifested for each of them 
in different ways.  
The themes and sub-themes that emerged from the data analysis were also discussed in detail 
with the support of existing literature. These ranged from the different ideologies and practices 
between traditional healing and clinical psychology, to the possibility and the practicality of 
collaboration between traditional healing and clinical psychology. Furthermore, the participants’ 
experiences indicated the similarities between healing objectives found in traditional healing and 
clinical psychology. It is also revealed (through both literature and participants’ narratives) the 
possibility of an individual striking a balance between simultaneously practicing as a traditional 
healer and a clinical psychologist. It was through their acceptance of themselves as spiritual beings 
and healers that the participants were able to form the identity of who they are (traditional healers 
first) and what they do (clinical psychologists).    
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Chapter Six                                                                        
LIMITATIONS, RECOMMENDATIONS, AND 
CONCLUSION 
 
6.1 Limitations of the study 
This study researched the narratives of individuals practicing as both clinical psychologists 
and traditional healers in a South African city, and as such only a very small sample was used to 
collect data. The use of small samples does limit the findings’ generalisability. The data was derived 
from the lived experiences of two individuals and therefore the results of this study cannot be 
generalised to all the traditional healers or to all black clinical psychologists practicing in a South 
African city. The study also addressed some issues specific to a South African context, and therefore 
the findings cannot be generalised to other countries. This study is based on individual experiences 
derived from Lerato and Mbali’s contexts, however, it does not assume that Lerato and Mbali’s 
experiences are the same. The results of this study can be transferred to another research study, 
provided that the outlined steps are followed.  
 
6.2 Recommendations 
To contribute further to the on-going conversations about traditional healing, it is 
recommended that further research interrogate a larger sample of traditional healers who are also 
clinical psychologists.   
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South Africa is in need of more open discussions on issues related to African psychology and 
indigenous knowledge systems. Clinical psychologists are trained to understand and respect their 
patients’ contexts, however, this cannot be truly achieved if cultural viewpoints are not respected or 
understood. The data reveals that more black individuals use the services of Lerato and Mbali because 
they feel that these practitioners are better positioned and equipped to fully understand them (patients) 
and their cultural contexts. It us unadvisable as clinicians and professionals to dismiss patients 
because of fears arising out of negative assumptions. It is necessary for clinicians to foster a curiosity 
in learning about how to integrate African healing interventions (that are more relevant to the South 
African context) into Western-styled psychology practices when dealing with patients that strongly 
believe in traditional interventions.  
 
6.3 Conclusion 
This qualitative narrative study has shown, as evidenced by the findings presented, that the 
path to traditional healing and the practice thereof is beset with challenges. Traditional healing differs 
from clinical psychology in that it is an ancestral gift that comes with many mental and physical 
challenges. Allied to these challenges are feelings of hopelessness and helplessness during the 
initiate’s calling process.  
Various factors have created false perceptions of traditional healing. Factors such as 
colonisation, religion, ignorance, and assumptions. Negative perceptions can be changed by 
educating people and opening up dialogue on what traditional healing is and how it can be 
incorporated into mental treatment interventions. It is through fostering and promoting awareness in 
communities, universities, and perhaps churches, that a change in perceptions can be realised and 
collaboration can be facilitated. 
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Rather than focusing on the hardships that participants faced during each of their processes, 
the researcher’s attention was turned towards the resilience they showed throughout these challenges. 
Both participants expressed that self-acceptance was the game-changer for them. They discussed 
issues of acceptance relating their calling, and agreed that accepting and knowing who they are 
resulted in clarity and contentment. Their journeys were not about the competing faculties of intuition 
but about finding the strength to differentiate between their identities and their careers. Both 
participants acknowledged their spirituality or ‘spiritual self’ as their identity and merging their 
choice of profession into this identity; it was not an easy road travelled – but one that was necessary 
to experience. The guidance they received and continue to receive has helped them to navigate in 
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Appendix A – Interview Schedule 
Interview Schedule for the interviews with the participants. These are guidelines for the topics 
I have covered. The flow of the conversation was determined by the stories narrated by the 
participants.  
• How is traditional healing perceived in your family and the community that you grew in up?  
• Can you share your family’s history concerning traditional healing? 
• How old were you when you received your calling to become a traditional healer?  
• Can you tell me about your experience of receiving this calling (i.e. signs or anything out of 
the ordinary)?  
• Let us talk about the calling process you underwent? 
• What was the impact of the calling on your life i.e. school, work, social life? 
• Was the calling before, during or after your training for Clinical psychology?  
• How would you describe the two training processes?  
• In your opinion what is different about the two practices?  
• What is similar?  
• How do you navigate the two spaces when consulting?  
• If you had to choose between clinical inclination and spiritual intuition in the session, how 
would you choose?  
• Based on your experience do you think traditional healing is accepted within psychology as a 
profession?  
• Do you think your identity has been accepted by other professionals and your patients? 
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Continuous ancestral led training as opposed to 
ongoing western research
Creating an opportunity to learn about African 
psychology in and outside a university setting
Limitations
Acceptance by other mental healthcare 
professionals
Lack of community and familial support
Integration and collaboration
Putting the patients first by doing no harm
Same objectives/ different rituals
6. Practical considerations
As clinicians or traditional healers, how can 
we change the narrative of our scope of 
practice in order to make it accessible to our 
patients
5. Reaching the state of 
clarity
Utilising non-formal education streams to 
learn particularly about African Indigenous 
belief systems. Allowing nature and 
ancestors to be our guides and teachers.
The long lasting impact that colonisation has 
had on the African way of doing and being
Religion - Christianity
What helped the participants get through the 
hardship and the pain that comes with the 
calling? How did they survive the 
extraordinary symptoms they faced, when 
seemingly nobody else would understand? Power of resilience and knowing who I am
2. The training process
3. Scope of practice
Regulations and laws pertaining to 
procedures, actions, and processes that a 
healthcare practitioner is permitted to 
undertake in keeping with the terms of their 
professional license.
A strong inner urge towards a certain 
destiny. Some people refer to this as a 
vocation that an individual is destined for. 
1. Calling 
The pain of it all - but where do I go for help?
Signs indicating that one is being called into 
traditional healing by his/her ancestors
4. Colonisation of African 
cultures and belief systems
What the participants considered to be the 
main goals of both the western and 
traditional health interventions
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